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Le compte des instruments chirurgicaux joue un
role vital dans Phabileté des infirmieres a
fournir aux patients un environnement
sécuritaire. Les erreurs ne sont pas inévitables.
Quoique les niveaux de diligence nationaux
fournissent d’excellentes lignes directrices pour
le développement d’un protocole de compte
efficace, les procédures sont souvent modifiées
selon les politiques individuelles des soins de
santé. Cet article traitera des facteurs de risque
reliés aux corps étrangers retenus, la fréquence,
quels objets sont laissés dans les patients, le role
des radiographies et les conséquences des corps
étrangers retenus dans un patient. Les points a
considérer lors de I’implantation de nouvelles
procédures de compte seront également
soulevés.
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ABSTRACT

The surgical count plays a vital role in enabling
perioperative nurses to provide a safe
environment to surgical patients. Counting
errors are preventable. Although national
standards of care provide excellent guidelines
for developing effective count protocols,
counting procedures are often modified
according to individual health care policy. This
article will discuss the risk factors for retained
items, rate of occurrence, what objects are being
left in patients, role of x-rays and consequences
of leaving an object in a patient. It will also
highlight points to be considered when
implementing new count policies.

Introduction:

In November, 2002, AORN President, Donna
Watson, stated that health care in the US is not
as safe as it should be, and can be.l Ms. Watson
referred to a 1999 Institute of Medicine report
that stated that at least 44,000 to 98,000
patients die in hospitals each year as a result of
preventable medical errors. Canadian statistics
on medical errors are elusive. Retained surgical
tools, such as instruments and sponges, have
resulted in a large number of preventable major
injuries and death.2 Reports indicate that
surgery tools are left in 1,500 people a year in
the United States.3* Several articles state that
this number is likely underestimated.*5-6

Risk Factors for Retained Items:

Gawande et al performed a case-control study of
retained surgical items in order to identify risk
factors for this type of medical error?
Malpractice and incident reports involving 54
patients, with a total of 61 retained items, were
investigated. In 69% of the cases the retained
items were sponges and in 31% of the cases they
were instruments including clamps, retractors
and electrodes. Surgery, to remove the retained
items, was required for 37% of patients and one
patient died during this surgery. The investigators
found that items were retained more frequently in
emergent surgical cases, in situations where there
was an unexpected change in surgical procedure
and in patients with a higher body-mass index.

Kaiser et al reports that sponge counts which
were thought to be correct, but were actually
incorrect have been attributed to team fatigue,
difficult  operations, sponges  “sticking
together”, or a poor counting system.”

Butler et al studied factors that contribute to
errors in counting.8 They report that the most
common error is one of documentation, that
errors occur more commonly in cardiovascular
and general surgery and that they often involve
needles. Findings indicated that inexperienced
staff, lengthy cases, the involvement of more
than one scrub nurse, and two procedures being
conducted simultaneously may also increase the
likelihood of count errors.
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Rate of Occurrence:

Lauwers and Van Hee report a prevalence
ranging from 1/100 to 1/5000 cases.?
Gawande et al report that items are left in
surgical patients in at least one out of every
1,000 to 1,500 intra-abdominal procedures.
This corresponds to 1 or more cases each year
for a typical large hospital.* Because this
incidence was calculated only on the basis of
malpractice claims, the authors report that the
above rate of occurrence is likely grossly
underestimated.

What is Being Left Where?

Gawande et al’s study found foreign bodies in
the abdomen or pelvis (54%), vagina (29%),
thorax (7.4%) and elsewhere including spinal
canal, face, brain and extremities (17%). These
investigators found no retained items in cases
involving  laparoscopic  or  endoscopic
procedures.® They also reported that when
objects were lost and a count was performed,
the count was thought to be correct in 88% of
the cases.

Kaiser et al reported that retained sponges
were found more frequently in abdominal
surgery (55%) and vaginal deliveries (16%).
In cases with retained sponges, the sponge
counts had been falsely correct in 76% of
abdominal procedures.”

The Role of Radiographs to Detect Lost Items:

Studies have been undertaken to determine the
effectiveness of identifying lost items by
radiographs (x-rays). Kaiser et al state that in 3
of 29 cases in which intraoperative x-rays were
used to detect radiopaque sponges, the
radiograph was falsely negative.” False negative
x-rays were reported as a factor contributing to
incorrect diagnosis. Poor quality films, multiple
radiographic opacities and the radiologist’s lack
of awareness of the surgical team’s concerns
were also factors involved.

Radiographic techniques such as scrutinizing
the periphery of the image for partially imaged
sponges, soft copy image manipulation and

digital manipulation have proved to be effective
in identifying sponges on radiographs.10

The literature contains few publications on the
value of taking an x-ray to detect lost needles.
Barrow published a paper in which the
researcher was able to identify needles on sutures
as small as 8-0 on anterior-posterior and lateral
films.11  Only the thread size was used to
describe the needles. An acrylic torso with the
approximate density and resistance of an
average human body was utilized for the study.

Macilquham, et al published a study which
identified the minimum needle size that can be
visualized using a variety of common
radiographic  techniques.!2 An  acrylic
radiological teaching torso (phantom) was also
used. Routine radiological chest exposures
displayed all 12 needles. Needle size ranged
from 65 mm to 6 mm (#1 to 8-0).

The researchers went further to attempt to view
these needles using three most common
radiographic techniques including departmental
x-ray equipment, a portable x-ray machine and
an image intensifier.

Resultant images were viewed by 10
individuals, including radiologists, surgeons,
radiographers and perioperative nurses. All
viewers correctly identified every needle larger
than 19 mm (4-0) on at least one of the films
presented. The smallest size needle identified
by the observers was the 13mm needle (6-0).
The smallest size needle identified by the
majority of observers was 17mm (5-0).

The majority of the viewers (6 of 10) indicated
that needle identification was easiest on the
image intensifier, followed by the departmental
equipment (3 of 10). Only one observer
described the portable technique as the
optimum radiographic technique.

Consequences of a Retained Object:

To the courts, a retained item is an open-and-
shut case of negligence.13 Under Canadian law
both surgeons and nurses have been found
negligent in cases involving retained items.!4
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Surgical Counts (cont.)
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Counting laparotomy sponges

The consequences to patients can be much greater.
Mortality rates resulting from retained items have
been found to be as high as 11 to 35%.7 In
addition to the need for another surgical
procedure (in order to remove the object) retained
items have reportedly caused bowel perforations,
organ damage, sepsis, and acute pain.

Developing Count Policies:

Clear, concise count policies and procedures are
essential to ensure perioperative nurses count
when appropriate, count in an effective manner,
document appropriately, and take appropriate
action in the event of an incorrect count outcome.
Not only do these directives need to exist, but
perioperative nurses also need to be familiar with
the directives and practice them consistently.
These care standards protect the patient, the
surgical team, as well as the health care facility.
Count policies and procedures that reflect
established standards of care will lower patients’
risk from harm associated with retained objects.
They also lower the risk for malpractice lawsuits.

The Operating Room Nurses Association of
Canada  (ORNAC)  provides  excellent
recommendations which should be included in
count policies and procedures.1’ Each health care
facility develops their own policies according to
their unique resources. Some important elements

to consider in the establishment of surgical count
practices that reflect the ORNAC standards are:

1. The scrub shall be involved in all aspects of
the count. Two circulators shall not count
together without the scrub, or two scrubs
without the circulator. This includes
counting items off the field.

Count out loud and together. Each should

hear the other’s voice to confirm sightings.

If you do not hear the other person, stop,

and count that item again.

3. Let the scrub nurse take the lead for the
initial count. Count systematically across
the instrument table. There may be items
on the table, which are not listed on the
count sheet. The circulator should not call
out instruments from the count sheet
during the initial count.

4. Do not forget to count retractors. Large
retractors are being left inside patients.16,17

5. Do not disperse instruments to another
area of the surgical field (e.g. Mayo tray)
until the initial count is complete. The risk
of forgetting to count an item is increased
when one type of instrument is in two
locations.

6. The circulating nurse shall take the lead for
closing counts, since during surgery items

I

Counting instruments
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For immediate and persisteht antiseptic activity,
you’re. in the clear with Hibistat’and Hibiclens.

Clinical studtes have proven the efficacy and persistence of Hibistat* and Hibiclens;” demonstrating both
antiseptics go rk on germs in seconds, and have a cumulative effect that continues to kill germs long
after your shift is over.

In the most recent study, a novel demonstration was developed to prove their antiseptic persistence. The study
consisted of using agar plates that were inoculated with staph aureus. Hands were either rinsed or washed with
Hibistat" or Hibiclens," and then pressed onto the inoculated plates — palms down. The plates were then
incubated and a whitish film of staph aureus grew in areas not affected by antiseptic activity.

Plates touched by Hibistat" showed immediate kill, displaying a clear, darker-
- colored handprint on areas affected by the antiseptic rinse. Hibistat," with
2 its alcohol + chlorhexidine gluconate (CHG) formulation, went to work on
contact and showed persistence after only one hand rinse, making it an ideal,
portable companion when regular handwashing is not an option.”
Hibiclens," armed with its 4% Hibitane® (CHG) formulation, killed immedi-
ately and displayed a cumulative effect that didn't know when to quit.
In fact, this demonstration showed the antiseptic still killing on the fifth day
of use and 6 hours after the final daily hand wash.*

Immediately kill and keep killing germs with Hibistat* and HI lCLE
Hibiclens. For more information about Hibistat" or Hibiclens,’

Hlb

Healthcare Persannel Hand Antiseptic call 1-800-843-8497. Antisaptic / Antimicrobial Skin Cleansar
Dﬂaon file.
Left photo - The da’l@r eolor in the handpnnt shows the immediate effect of Hibistal" on staph aureus,
***Right pheto - The darker color in the hand print alwwa the cumulative effect of Hibidlens® on staph aweus the Sth day of use, & hours after the final daily hand wash.

The persistence: 0{ Hibistat" and Hibiclens® provides extra protection, Recommended antiseptic procedures of your institution should be followed when using either of these antiseptics,

_ From the makers of Biogel® www.regentmedical.com. Regent, Biogel, Hibiclens, Hibistat, Regent logo, Biogel logo, Hibiclens logo, and
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N Regent Medical fibistat logo are trade marks of the SSL group. Distributed in Canada by: Durex Canada (Division of SSL Canada Inc.) Concord, ON L4K 3T6.
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An assortment of sponges, instruments, needles,
and ligature reels that may require counting.

are distributed over the sterile field. The
circulator calls out items from the “list” on
the count sheet. There is less chance of
forgetting to count an item.

7. Only document what you have counted.
Never document for someone else. The
risk of having an item documented twice,
or not at all, is increased when people
document for each other.

8. Document items that are added to the
sterile field immediately. It is easy to
become distracted, and forget to do so.

9. Separate sponges completely when
counting. Each individual must be
absolutely certain about the number of
sponges in each package.

10. Both too many and too few items are
considered an incorrect count.

11. If a count is incorrect let the surgeon know
immediately and then start the search. The
surgeon may not yet have completed the
closure.

12. When staff are being permanently relieved
during a case, the incoming scrub, and/or
circulating nurse, shall complete a full
count before assuming legal responsibility
for that count. This should be
accomplished before the departure of the
outgoing nurse(s).
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Conclusion:

The words of a 59-year-old man who suffered life-
threatening complications involving a surgical
clamp being left inside him #wice (during 2
separate surgical procedures) gives us some insight
into his experience: “It was a terrible ordeal that I

wouldn’t want anybody else to go through”.18

Another man, who retained a foot-long malleable
retractor, stated, “There were days when I would
just roll up on the floor in the bathroom and sob,
because I was in so much pain”.17 We need to
make every effort to protect our patients from the

dangerous consequences of retained objects.
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Counting radiopaque gauze sponges
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Assortment of surgical sponges
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Why do 95% of clinicians prefer our new Aurora gown?

“Cool and Comfortable”

In a recent survey of over 2,300 nurses, 95% preferred Aurora gowns
to the gowns they were currently using”. The reasons most often cited
included: “soft,” “feels good,” “moves with you,” and “cool and
comfortable.”

Features new technology for superior protection and comfort.
Although the comfort is what clinicians notice first, the

protection level of Aurora is equally as impressive.

Aurora gowns feature DuPont’s Suprel™ medical fabric.

This new, bi-component fabric is incredibly strong and

protective (offering Class 3 protection™).

Plus, Aurora gowns perform at a higher level of comfort and protection
than both of the best-selling gowns from Kimberly-Clark and Cardinal

(and Aurora is much lower linting too).

Special Offer: Free Gowns for a Day.

Since most clinicians tell us they can feel the improvement as soon as
they put on an Aurora gown, we’d like to offer you a free trial. Simply
call us at 1-866-238-2845 and we’ll send your facility a free day’s
worth of Aurora gowns. We think you’ll agree that no other gown
offers this level of comfort and protection.
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