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ABSTRACT

Retained surgical items were the most frequently reported sentinel event in 2010,
according to The Joint Commission. Perioperative nurse leaders at Children’s Hos-
pital Boston, a pediatric teaching hospital, conducted a quality improvement initia-
tive to reduce or eliminate incorrect counts and count discrepancies, which increase
the risk of an item being unintentionally retained after surgery. Work included
educating the perioperative staff members, standardizing count practices, formally
reviewing every reported count discrepancy with the nursing team, and reviewing
and revising the count policy for prevention of retained surgical items. The initiative
reduced the number of incorrect counts and count discrepancies by 50% between

2009 to 2010. These initiatives continue to be expanded, and the results have been
sustained on an ongoing basis. AORN J 95 (January 2012) 109-121. © AORN, Inc,

2012. doi: 10.1016/j.a0rn.2011.06.007
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ncorrect counts, as well as count discrepan-

cies, may lead to the unintentional retention of

a surgical item after surgery, which may cause
serious harm to the patient.' One report suggests
that retained surgical items (RSIs) are 100 times
more likely to occur in procedures in which there
is a count discrepancy.” Prevention of RSIs has
been identified by AORN, the American College
of Surgeons (ACS), and The Joint Commission as
a national patient safety priority.

In accordance with national initiatives, periop-
erative nurse leaders at Children’s Hospital Bos-
ton, Massachusetts, conducted an OR quality im-
provement (QI) initiative to reduce incorrect
counts and count discrepancies. This project

doi: 10.1016/j.a0rn.2011.06.007
© AORN, Inc, 2012

included conducting extensive staff education,
standardizing count practices, reviewing all re-
ported count discrepancies, and revising the
counts policy at Children’s Hospital Boston. The
results of this initiative surpassed our initial ob-
jective. Not only did we reduce the number of
reported incorrect counts and count discrepancies,
but we also improved the entire count process.

LITERATURE REVIEW

An RSI is a sentinel event, which is defined as
“any unexpected occurrence involving death or
serious physical or psychological injury or risk
thereof.”® Accredited hospitals may elect to report
RSIs to The Joint Commission; however, the
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occurrence of sentinel events might also be made
known through reporting in the newspaper, pa-
tient complaints, or reports to the state. Require-
ments for mandated reporting to regulatory bodies
vary from state to state.

Retained surgical items resulting in death or
permanent loss of function were identified by
The Joint Commission as the most frequently
reported sentinel event in 2010 through the sec-
ond quarter of 2011.* Retained surgical items
surpassed wrong patient, wrong site, and/or
wrong procedure events, which were the most
frequently reported events in 2008 and 2009
(Figures 1 and 2). The Joint Commission ana-
lyzed all sentinel events reported from 1995 to
2005 and found that miscommunication was the
main contributing factor.”*

Researchers have identified varying risk factors
that lead to RSIs. For example, Rowlands and

Steeves’ conducted a qualitative analysis on in-
correct surgical counts and discovered three com-
mon themes that represented challenges: bad be-
havior, general chaos, and communication
difficulties. Bad behavior included “sloppy indi-
viduals, inconsistencies, lack of adherence, and no
respect.””®*!'3) General chaos included disruptive
activities such as loud music or excessive talking
during critical moments of the count process,
lack of a standardized orientation program, and
assignment of inexperienced staff members to a
surgical procedure. Communication difficulties
included chatter that interferes with full atten-
tion to the surgical count, eroding collaboration
within the surgical team, a rushed feeling dur-
ing the counting process, and omission of criti-
cal information (eg, sponges intentionally
packed in the surgical wound) during staff
member hand offs.’
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The reporting of most sentinel events to The Joint Commission is voluntary and
represents only a small proportion of actual events. Therefore these data are not an
epidemiologic data set and no conclusions should be drawn about the actual relative
frequency of events or trends in events over time

Figure 1. Joint Commission most frequently reviewed sentinel event categories by year. © The Joint

Commission, 2011. Reprinted with permission.
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The reporting of most sentinel events to The Joint Commission is voluntary and
represents only a small proportion of actual events. Therefore, these dala are not an
epidemiologic data set and no conclusions should be drawn about the actual relative
frequency of events or trends in events over time.

Figure 2. Unintended retention of foreign object events reviewed by The Joint Commission (resulting in death
or permanent loss of function). © The Joint Commission, 2011. Reprinted with permission.

Gawande et al® found that the risk of an RSI
significantly increases in emergency surgery,
when there are unexpected changes in the sur-
gical procedure, in patients who have a higher
body mass index, and when there is a break-
down in communication. Lincourt et al” noted
an association between RSIs and multiple major
surgical procedures performed simultaneously
on a patient and an incorrect instrument or
sponge count.

Camp et al® examined the risk factors and out-
comes associated with RSIs during surgery in
children based on the Agency for Healthcare Re-
search and Quality Pediatric Quality Indicators,
which are designed to evaluate the quality and
safety of pediatric care. The researchers con-
ducted a case-control study that analyzed the Pe-
diatric Quality Indicators database and reviewed

413 incidents of unintentional RSIs after
1,946,831 surgical procedures. The researchers
concluded that the highest likelihood of RSIs un-
intentionally left behind after surgery occurred
during gynecologic procedures. The study also
showed that the RSIs were associated with a
length of stay eight days longer than the norm
and a $35,681 increase in total hospital charges
compared with usual costs. However, mortality
rates did not increase.”

Patients with an RSI (eg, instrument,
sponge) can experience complications such as
pain, infection, abscess, or intestinal obstruc-
tion.” Berger and Sanders'® reported on data
from a closed claims study (1985-2001) that
patient deaths were rare events, but they did
identify some common adverse outcomes re-
lated to RSIs:
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B 59% of patients had readmission to the hospi-
tal or a prolonged length of stay,

B 69% had a second surgery to remove the re-

tained object,

50% had sepsis or infection,

B 15% had a fistula or small bowel obstruction,
and
B 7% had a visceral perforation.

In another study, retained instruments were most
commonly discovered around the 21st day after a
surgical procedure, and only 6% were discovered
within one day of the surgical procedure. Some
RSIs were not discovered until several months or
even years later.®

The actual incidence of RSIs is unclear; how-
ever, estimates range from one in every 1,000
to 1,500 abdominal procedures to one in every
8,000 to 18,000 inpatient procedures annually
in the United States.'' Surgical items are most
commonly retained in the abdominal cavity and
thorax, although no body cavity is exempt.’
Mortality rates in the United States from unin-
tended RSIs have been estimated to be as high
as 35%."?

Cost and Legal Ramifications

The cost of RSIs can be significant, as they may
lead to patient harm, increased hospital stays, and
litigation. The surgical team is subject to malprac-
tice lawsuits and actions from the National Practi-
tioner Data Bank and state licensing board when
surgical items are retained.” The National Practi-
tioner Data Bank monitors the occurrence of med-
ical malpractice and disciplines incompetent clini-
cians with the goal of improving health care
quality.” The Centers for Medicare & Medicaid
Services'” has calculated a cost of approximately
$166,135 for each undetected RSI, which includes
legal defense, indemnity payments, and unreim-
bursed surgical costs.' In October 2008, the Cen-
ters for Medicare & Medicaid Services stopped
reimbursing health care facilities for postoperative
complications related to RSIs."?
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Standardizing Practice to Prevent
Count Discrepancies

The first line of defense in eliminating RSIs is a
safe, thorough, and effective process of keeping
track of sponges, instruments, needles, and other
miscellaneous items used in surgery and prevent-
ing count discrepancies. Manual counting is de-
pendent on human performance and environmen-
tal factors that may affect subsequent recounts,
which increases the chance for human error. The
literature suggests that the most frequent reason
for RSIs is human error caused by breakdown in
communication and faulty processes.'* Research
shows that communication breakdown, distrac-
tions, competing demands, production pressure,
and lack of significant personnel are all factors
that can lead to counting errors." The OR culture
also can affect how the tasks are performed. For
example, teams that encounter conflict, communi-
cation breakdown, or barriers related to hierarchy
may be more likely to follow incorrect or sub-
standard counting practices.''*

Inaccurate documentation of sponges and in-
struments, which could potentially contribute to
an RSI, was associated with the majority of dis-
crepancies in one 2008 study.” In this study, re-
searchers used direct observation to prospectively
evaluate and describe the rate and type of dis-
crepancies that were encountered during the
surgical count. Results showed that one in eight
surgical procedures involved an intraoperative
count discrepancy. These findings represent the
limitations of manual surgical counts and dic-
tate that discrepancies should always prompt a
thorough search and reconciliation process and
should never be ignored.

Adhering to a standardized count policy and
practice is one way to prevent the retention of a
surgical item." AORN, the ACS, and The Joint
Commission promote and guide standardized
count practices geared toward the prevention of
RSIs. The ACS'* has made several recommen-
dations to prevent the retention of sponges,
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sharps, instruments, and other designated mis-
cellaneous items:

B maintain an optimal OR environment to allow
focused performance of surgical tasks,

B consistently apply and adhere to standardized
counting procedures,

B perform a methodical wound exploration be-
fore closure of the surgical site,

B use x-ray detectable items in surgical wounds,
and

B employ x-ray or other technology (eg, radio-
frequency [RF] detection, bar coding), as indi-
cated, to ensure no unintended item remains in
the surgical field.

The ACS recommends documenting the counted
items and any intentionally retained items (eg,
packing), notifying the surgical team of the
count status, and documenting actions taken
when a count discrepancy occurs. The ACS
also states that these measures can be sus-
pended as necessary for any life-threatening
situations.'* Surgical facilities must provide
resources to support these safety measures. Pol-
icies and procedures for the prevention of RSIs
should be developed, reviewed, and revised
regularly.'”

AORN, the ACS, and The Joint Commission
all have provided guidelines for the prevention
of RSIs that were designed to accommodate
various nursing practice settings. In most peri-
operative settings, counting procedures are in
place to help prevent unintended RSIs and sub-
sequent complications.” However, regulations
do not dictate how counts are to be performed.
Most institutions develop their own policies and
procedures based on the recommended practice
guidelines from AORN and the ACS.'>'¢

Assistive Technology

The use of adjunct technology that aids teams in
the detection of a retained or missing sponge is
gaining momentum, and the literature suggests
implementing multiple methods of preven-
tion."*'”'® Strategies to consider include

radiograph screening, multidisciplinary ap-
proaches, and the use of assistive technology.

Routine postoperative screening radiographs
have been conducted at some hospitals. Gawande
et al® recommended radiography at the end of
emergent surgeries, surgeries in which an unex-
pected change in the procedure took place, and
surgeries on a patient with a high body mass in-
dex. However, few studies have evaluated the
effectiveness of intraoperative and postoperative
radiographs.’ In one large study, 33% of RSIs
were not detected on radiograph.'' The calculated
cost and the additional exposure to radiography
also must be considered. Incorrect counts add
time to procedures, radiation exposure to patients,
and the possibility of suboptimal film or failure to
locate the retained item.

Several studies of counts innovations have in-
dicated a high rate of accuracy that surpasses the
accuracy of a traditional surgical count.”'*?° Two
types of adjunct technologies are currently avail-
able: bar code and RF systems. Both systems are
intended for use in addition to manual counting
and are not intended to replace it. Neither of
these systems currently can detect a retained in-
strument or needle; however, surgical sponges are
the most commonly retained items.® Use of tech-
nology can facilitate recognition of a count dis-
crepancy or detect a missing sponge, augment-
ing the counting process even when the final
count is considered correct. In fact, Gawande et al®
showed that 88% of RSIs were associated with a
count that was thought to be correct. Assistive
technologies have the potential to reduce hospital
litigation expenses, unreimbursed surgery, surgical
delays, and exposure, as well as costs associated
with using radiation.? It is prudent for institu-
tions to evaluate and consider implementing one
of these technologies to aid in the prevention of
retained surgical sponges.

Bar coding sponges tracks them by requiring
each sponge to be scanned onto the sterile field
and scanned back off of the sterile field. Sponges
must be scanned one at a time and cannot be
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detected in bulk. In a randomized, controlled
study, Greenberg et al® discovered that bar coding
detected significantly more counting discrepancies
than traditional manual counting protocols. These
discrepancies involved both misplaced sponges and
miscounted sponges. The researchers also found that
the system introduced new technical difficulties and
increased the time spent counting. Bar coding im-
proved the team’s ability to recognize count discrep-
ancies but did not change the amount of time re-
quired to resolve the discrepancy or decrease the
likelihood of requiring a radiograph to resolve the
discrepancy. In the event of an incorrect sponge
count, a radiographic image will most likely be
taken to rule out a retained sponge. By the end of
the study, providers found the system to be easy to
use, were confident in its ability to track sponges
and detect miscounted or misplaced sponges, and
reported having positive feelings about the counting
process. Study results suggest that using bar-coded
sponges has the potential to decrease the risk of
retained sponges.

Radio-frequency technology utilizes a tiny mi-
crochip that is sewn into a gauze sponge and a
handheld wand that is connected to a self-
calibrating console. This technology is intended to
be used at the end of a surgical procedure to vali-
date count status, detect whether a sponge is re-
tained in a patient, or help rectify an incorrect
count by detecting a missing sponge. In one
blinded, prospective, experimental trial, Macario

et al'”

tested an RF wand device on eight patients
who were undergoing abdominal or pelvic sur-
gery. Even though the sample size was small,
they concluded that the RF wand device was
100% accurate, and sponges were detected within
one minute. The researchers noted that despite the
engineering success, the possibility of human er-
ror and retained surgical sponges still exists be-
cause scanning could be performed incorrectly,
such as by the user holding the scanning device
too far away from the patient or not scanning the
patient’s entire body surface area. In addition, the

researchers gave a questionnaire to the surgeons
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and nurses who were involved in the study; on a
scale of 0% to 100%, they rated the system be-
tween 85% and 93% for ease of use and 78% to
94% for contributing to patient safety. A prospec-
tive crossover study by Steelman'® determined
100% sensitivity and specificity of RF technology
for identification of retained surgical sponges in a
broad range of participants. The participants en-
rolled in the study had surgical sponges sequen-
tially placed behind their torsos in the abdominal
region, and of the 210 participants, nearly half
were morbidly obese. The researcher concluded
that this level of accuracy attained with RF tech-
nology far outweighs manual counting or intraop-
erative radiography and is therefore an appropri-
ate tool to improve patient safety and prevent
retained sponges.'®

Radio-frequency technology is available to
support manual sponge counting, has been proven
highly accurate, and is cost effective. Children’s
Hospital Boston has invested in RF technology
because it will not only detect a sponge in a pa-
tient when counts are incorrect but, more impor-
tantly, will detect a sponge when counts are con-
sidered correct and human error has occurred.
Count discrepancies occur regularly, and valuable
OR time can be spent searching for a missing
sponge; if it remains unresolved, the patient is
exposed to radiation. The RF wand facilitates
finding missing sponges and can improve effi-
ciency and staff member satisfaction, decrease
expensive OR time, prevent patient exposure to
radiation, and avoid the cost of radiography. It
should be used in addition to manual counting,
even when counts are considered correct. Al-
though the technology is easy to use, users
must be trained to use the RF wand correctly
so that retained sponges can truly become
“never events.”

Ql INITIATIVE

In the spring of 2009, the OR director at Chil-
dren’s Hospital Boston organized a perioperative
nursing leadership retreat during which leadership
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Figure 3. Main OR Children’s Hospital Boston reported count discrepancies from 2008 to 2010. Note: Excludes
satellite ORs and cardiac surgical services, which maintain separate data and have separate dedicated

nursing staffs.

group members were asked to identify periopera-
tive nursing metric priorities that directly related
to improved patient care and outcomes in the
perioperative programs. Staff members agreed
that a QI initiative to reduce the number of incor-
rect counts and count discrepancies and prevent
RSIs was a top priority.

The OR risk manager made perioperative nurs-
ing staff members aware of the new initiative to
reduce incorrect counts through staff meetings
and e-mails. Enthusiastic verbal and written feed-
back received from nursing staff members sup-
ported this endeavor, and this enthusiasm ulti-
mately contributed to the success of the initiative.
Recognizing the importance of this initiative, a
small task force developed a systematic strategy
that included

B reviewing reported incorrect counts and count
discrepancies,

collaborating with the radiology department,

B reviewing and revising the existing count
policy,

B standardizing practice,

B using a team approach to the count process,
and

B conducting observational audits.

The goal was to reduce the number of reported
incorrect counts and count discrepancies and thus
reduce patient exposure to radiographs, decrease

OR time and expense, and lower the risk of unin-
tentional RSIs.

These strategies contributed to the reduction of
count discrepancies in the main OR by 50% be-
tween 2009 and 2010 (Figure 3). Additionally,
there was an estimated OR cost savings of
$12,500 associated with a decreased need for in-
traoperative radiographs taken for unresolved
counts (Figure 4). In 2009, there was one count
discrepancy for every 367 surgeries, with no
items identified on radiograph. In 2010, there was
one count discrepancy for every 697 surgeries and
one item, an instrument, found on radiograph
and removed in the OR before wound closure
(Figure 5). Quality improvement strategies were
developed and refined throughout the year in
2010. Implementation of standardized count
practices in the surgical suite has been at the
center of these changes.

Review of Reported Incorrect Counts and
Count Discrepancies

The electronic safety event reporting system that
we use at Children’s Hospital Boston gathers data
on any adverse or near-miss events. Trends in
incorrect counts led the OR risk manager to ana-
lyze the data.

In 2010, the OR risk manager developed and
implemented a root cause analysis (RCA) tool to
gather information on incorrect counts. The OR risk
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Figure 4. Main OR Children’s Hospital Boston radiology cost associated with count discrepancies from 2008 to

2010.

manager followed up with the perioperative nursing
team on all procedures in which an incorrect count
occurred. The OR staff manager reviewed a sum-
mary of the findings with the perioperative staff
members who were involved and reinforced the
counts policy and practices as needed.

The RCA indicated that the majority of incor-
rect counts involved needles. The RCA also re-
vealed the following trends that contributed to
incorrect counts:

B surgical procedures that lasted longer than
eight hours,

B multiple staff turnovers during a procedure,

B documentation discrepancies or omissions of
items added to the surgical field,

B communication breakdown, and

B a lack of standardized practice due to variabil-
ity and interpretation of count policy.

The OR risk manager presented the overall
findings from the RCA during several staff
meetings, and these findings were recorded in
the meeting minutes. In addition, recommenda-
tions were made to improve the process of how
procedures are assigned by limiting or reducing
staff turnover during procedures.

Collaboration With the
Radiology Department

Incorrect counts add time to procedures, result
in radiation exposure to patients, and present
the possibility of suboptimal film or failure to
locate the retained item. Children’s Hospital

Volume

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

Month

—+—2008 = 2009 2010

Figure 5. Main OR Children’s Hospital Boston procedure volume associated with count discrepancy from 2008 to

2010.
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Boston follows AORN guidelines in the event
of a count discrepancy, which include conduct-
ing a thorough examination of the surgical site
and field as well as a thorough search of the
OR.'® In the event of an unresolved, incorrect
count, an x-ray is taken in the OR before
wound closure and is read simultaneously by
the surgeon and radiologist. The radiologist
documents the final report in the patient record.

As part of the incorrect count follow-up, the
OR risk manager reviewed the final radiology
reports for accuracy. She found that the “reason
for the film” was frequently omitted or incor-
rectly stated on the requisition. Therefore, when
staff radiologists reviewed the final film, they
were not always aware of the actual item
deemed missing. This concern led to collabora-
tion with the radiologist-in-chief and the lead
OR radiology technologist to improve processes
related to incorrect counts. The OR radiology
technologist and the perioperative nursing staff
members were educated to accurately record the
“reason for the film” on the requisition (eg,
missing snap, missing 4 X 4 sponge), thereby
helping to ensure that the final read would rule
out the indicated missing item. In addition, the
lead OR radiology technologist trained his col-
leagues to collaborate with the surgeon and en-
sure that the radiological view of the surgical
site(s) was adequate.

As part of the QI initiative, the OR risk man-
ager worked with the lead OR radiology technolo-
gist to label and radiograph commonly counted
items to demonstrate how the items appear on
film, which would further enhance the accuracy
of radiograph interpretation. These films are now
available in the radiology computer system, and
the images can be accessed by the surgeon or
radiologist to review as needed.

Review and Revision of the Count Policy
The hospital’s count policy was reviewed and
revised in July 2010 and again in January 2011
based on 2010 AORN recommendations'” and

current literature, with input from the hospital’s
OR practice committee members.?' Operating
room managers, the OR nursing director, and
the OR governance committee members evalu-
ated and approved policy updates and recom-
mendations. After the policy updates were ap-
proved, perioperative nurses reviewed these
revisions and updates through staff meetings,
electronic education, and e-mail alerts. Key pol-
icy updates included

B defining team roles and responsibilities,

B requiring methodical wound exploration,

B accounting for surgical items in their entirety
as they are passed back from the surgical
field, and

B promoting active communication.

Standardized Count Practices
The audit findings revealed a need to standard-

ize the count process. After it was determined
that nurses were documenting counts in various
ways, a dry erase board was provided in each
OR to standardize counts. Count practice ex-
pectations and updates were reinforced during
several educational inservice programs and staff
meetings and through electronic communica-
tion. The nurse managers enforced the estab-
lished protocol of having two nursing team
members count audibly and visibly. Education
included the sequence of counting from the sur-
gical field back to the Mayo stand, to the back
table, and then to the sponge receptacle.

Nurses in surgical specialties worked to-
gether to streamline instrument kits in an effort
to improve the instrument count process and
remove obsolete and redundant items. The
nurses also updated the instrument count sheets
to facilitate a smooth flow during counting. In
addition, the instrument count sheet and the
string of instruments were arranged in the same

order for ease of counting. The updated count
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sheets list a total for each grouping of instru-
ments. For example, all the scissors are listed
individually but the total number of scissors
also is listed to improve efficiency.

Team Approach
In 2011, Children’s Hospital Boston adopted a
team approach to the count process based on
recommendations from AORN, the ACS, and
Verna C. Gibbs, MD, a nationally recognized
leader in the prevention of RSIs. Implementing
a systematic multidisciplinary team approach
supported by a policy that meets recommended
practices and the needs of the institution seems
to be a logical way to reduce the number of
RSIs and count discrepancies. In her 2010 pre-
sentation “NoThing Left Behind®,”'” Dr Gibbs
recommended that surgeons take an active role
and “pause for the gauze.” This includes per-
forming a methodical wound exploration in ev-
ery procedure, actively looking for sponges,
and announcing that sponges are removed. Dr
Gibbs recommends a visible and transparent
system that includes using pocketed sponge
holders and dry erase boards for all team mem-
bers to see. Use of a pocketed sponge holder is
an inexpensive solution—they cost about 30
cents each—to improve final accounting for all
sponges. The sponges are placed in individual
clear plastic pouches in quantities of 10 per
holder. All sponges must be in the holder at the
end of each procedure for the whole team to
visualize and verify during the final count. This
system provides the surgeon and nurse with
proof that all the sponges have been removed.
Before wound closure, perioperative team
members conduct a “wound closure time out”
(Figure 6). This new process, which involves the
whole surgical team, begins before wound closure
with a member of the nursing team announcing,
“wound closure time out.” During this process,
the team members are expected to avoid interrup-
tions or distractions. Relief of staff members dur-
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Figure 6. The wound closure time out is embedded
in the Pediatric Surgical Safety Checklist at
Children’s Hospital Boston in the “sign out”
segment. Reprinted with permission.

ing the count process is prohibited. The surgeon
is responsible for exploring the wound for any
unintentionally retained items. The nursing
team then completes the closing count by audi-
bly and visibly conducting surgical counts. The
nursing team is responsible for announcing the
closing count status to the team. This process is
embedded into the institution’s pediatric surgi-
cal safety checklist in the “sign out” segment.
After the wound closure time out is accom-
plished, the team can proceed to conduct the
remainder of the sign out or can complete the
sign out after closure.”” The surgeon-in-chief
presented this new process during mandatory
multidisciplinary grand rounds.
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We implemented the use of RF technology
and the pocketed sponge holder system in Sep-
tember 2011. Dedicated dry erase boards for
counting allow the whole team to view counts
and have replaced paper count worksheets. A
final count verification process includes the
team’s visualization and confirmation that all
sponges are contained in the holder and there-
fore not retained in the patient. Other new ini-
tiatives for 2011 aimed at further improving
the OR culture and safety to prevent RSIs
include

B auditing the wound closure time-out process,
B encouraging participation and accountability
from the entire surgical team,

reducing staff turnover during procedures,

B reducing or eliminating staff turnover during
critical parts of procedures, and

B discouraging interruptions after the counting

procedure is initiated until it is finished.

All of the new initiatives for 2011 have been
implemented. We are measuring compliance
through auditing.

Observational Audits

The OR at Children’s Hospital Boston has

an active measurement committee that is
devoted to improving compliance through the
audit process. We developed a live audit tool to
collect data on count practices. The OR audit
committee members are
responsible for monitoring
compliance with the
following:

AORN Resources

B the initial instrument count for abdominal,
retroperitoneal, and thoracic cavity surgery;

B change over count during permanent relief;

B counting of miscellaneous and disposable
items; and

B withholding of dressing sponges until after the
final count.

The observational count audits began in 2010.
Results identified some areas that were in need of
improvement, including discrepancies in interpre-
tation of standardized count practices (ie, the se-
quence of counting from the surgical field back to
the sponge receptacle). The auditors discovered a
wide variation in the type of worksheets used to
tally intraoperative counts (eg, whiteboard, count
sheet, sheet of unmarked paper). These disparities
contributed to incorrect counts and count discrep-
ancies associated with documentation errors. Au-
ditors also noted that staff members did not con-
sistently include disposable instruments in the
count. On the positive side, the auditors observed
minimal distractions such as conversations, loud
music, beepers, and telephone calls during the
count process, and compliance with counting in-
struments was 100%. Audit results are shared
with the nursing staff members, and when thresh-
olds are met, the audit tool is revised. The mea-
surement committee continues to observe various
aspects of count practices.

B AORN Video Library: Preventing Retained Surgical Items

B standardized count process;

(Ciné-Med, 2011). http://cine-med.com/index.php >nav=aorn.

H use of dry erase boards M Clinical Answers: Counts/Retained Surgical Items. Attp:/www.
for visualization of count aorn.org/Clinical_Practice/Clinical_Answers/Clinical_Answers.
documentation for all aspx.
procedures; = Confidence-Based Learning module: Prevention of retained

B the initial instrument
count for all laparo-
scopic, thoracoscopic,
and robotic procedures;

surgical items. http://www.aorn.org/Education/Curriculum/
Confidence_Based_Learning/Retained_Surgical_Items.aspx.

Web site access verified December 13, 201 1.
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CONCLUSION

The goal of this QI project was to reduce the
number of incorrect counts and count discrep-
ancies and to prevent RSIs. Standardized count
practice, policy updates, staff education, and
enhanced collaboration with physician col-
leagues led to a 50% reduction in reported in-
correct counts in 2010. Staff members at Chil-
dren’s Hospital Boston are committed to this
ongoing and evolving QI process. These initia-
tives, with the adoption of adjunct technology,
will optimize the goal of preventing RSIs. Re-
tained surgical items are preventable “never
events,” and perioperative nurses play a vital
role in ensuring that “never” becomes

reality. [N
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The AORN Foundation—Promoting Patient Safety
Perioperative nurses are at the forefront of patient safety and the AORN Foundation is
committed to supporting their role in making surgery safe for every patient.

Since 1991, the AORN Foundation has provided funding for:

B academic scholarships,

M research and education grants,
B conference scholarships, and
B patient safety resources.

Donations are essential to ensuring that the work of the Foundation continues. To make a
contribution, visit www.aorn.org/AORNFoundation or call (800) 755-2676 x 230. You can
also send your donation to 2170 S Parker Road, Suite 400, Denver, CO 80231.

Thank you for “Supporting the Nurses Who Make Surgery Safe.”
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