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SPOTLIGHT ON PATIENT SAFETY  

In the more than five years that the Minnesota 

Department of Health has been collecting 

information about adverse health events, retained 

foreign objects (RFO) have been among the most 

frequently reported
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 Retained Foreign Objects, con’t. 

As noted above, a quarter of all retained foreign 

objects between 2003 and 2008 happened during 

obstetrical procedures, with nearly all of those 

cases involving vaginal deliveries.  Since mid-

2008, when the Minnesota Hospital Association 

kicked off its “Safe

retained sponges in

of such cases has d
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trends in labor and
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RFO’s outside of Labor and Delivery 
Literature related to RFO’s shows that nationally, 

the most common type of retained object is a 

sponge or cottonoid.  These findings are 
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CCCCOUNTINGOUNTINGOUNTINGOUNTING    

Despite the attention paid to retained objects, 

they continue to occur with some regularity.  RFO 

data reported over the last five years reveals that 

issues related to counting may be a major 

contributing factor, either through incomplete 

count policies, divergent counting practices, or 

the lack of a standard for comparing instruments, 

devices or other items before and after their use.  

While counting policies have become widespread, 

the RFO data show that counting policies do not 

always include all items introduced into the 

surgical field, and may not always cover all areas 

of the hospital or all types of procedures. 

Across all reported RFO cases, outside of vaginal 

deliveries, 40 percent indicated that a complete 

count was done, with the count including the 

type of object that was retained. Only four 

percent of RFO cases outside of labor and 

delivery indicated that they had no policy in place 

for counting items such as sponges and sharps.   

In roughly 20 percent of non-labor and delivery 

RFO cases, however, while a count was done, the 

retained item was either inadvertently left out of  

 

the count, or the type of item that was retained 

was not included in the count policy.    

Sixteen percent of non-labor and delivery RFO 

cases indicated that the policy did not include the 

specific type of item that was retained.  For 

example, several pins were retained during 

orthopedic procedures, where the count policy 

did not include directions to count pins.  Several 

dental procedures did not include throat packing 

materials in their count policies, so there was no 

reconciliation or accountability for removal of 

those materials after the procedure. 

Policies for counting sponges, sharps and other 

items were also frequently missing in cases 

where items were packed or tucked into a wound 

cavity for later removal.  In roughly eight percent 

of non-labor and delivery cases, wound packing 

was placed that was intended to be retained in 

the wound for a period of time, and thus was not 

part of the count.  In those cases, no policy was 

in place to account for the removal of the 

packed/tucked item at a later time. 

In the case of instruments, policies may or may 

not include the counting of whole instruments, 

but very few include a visual inspection or 

comparison of the size, shape or length of the 

object before and after use.  Twenty three 

percent of non-labor and delivery RFO’s did not 

include a policy to compare instruments before 

and after usage to check for breakage.   

The types of devices most often involved in these 

types of cases were catheters, where the object 

retained was an introducer sheath fragment, 

locking device, or sleeve.  Other device tips or 

components left in a patient’s body across the 

five year period but not subject to a before/after 

comparison included a cone cannula and the tips 

of an ultrasound gel bottle, Scanlon tunneler, 

coagulator device, and uterine manipulator. 
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Count Accuracy 
Most studies that have examined RFO’s have 

concluded that, in the majority of cases, the count 

that was conducted was accurate.  This was also the 

case in Minnesota, 
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• Surgeon doing procedure preferred to use 

non-radiopaque gauze for this procedure, 

and staff felt obligated to honor surgeon’s 

request for non-standard materials; 

• No training on new instrument, so team 

was unaware of risk of breakage/ 

retention; 

• Presence of vendors and others in the 

room during procedure led to confusion 

about the post-procedure count and to an 

item not being included in the count; 

• No policy for counting/documenting 

number of sponges packed into wound 

pocket – and no clear assignment of 

responsibility for their removal; 

• No communication by physician about 

placement of sponge/gauze; 

• Lack of communication about number of 

gauze packs pre-cut for a procedure, and 

different practices for cutting them; 

• Not all staff trained on counting policies, 

or training did not include travelling 

nurses; 

• Reliance on memory to perform the count, 

with no place to document whether or not 

it was performed or to serve as a trigger; 

• No policy/practice for comparing 

instruments after use to ensure that 

breakage/retention has not occurred. 

The contributing causes cited for RFO’s indicate 

that while having a counting policy in place is 

important, equally important is to ensure that all 

team members understand its details, including 

the types of items that should be included, who is 

responsible to call for it and carry it out, and how 

to respond in the event that counts do not 

reconcile after a procedure.   

However, even the best-designed policy cannot 

overcome the human tendency to err at a 

consistent rate; as the data clearly show, sponge, 

sharp and instrument counts are commonly 

correct even when an RFO is present, indicating that 

the count itself was flawed.  This points out the need 

to counteract human fallibility with redundancies 

(involving multiple staff in counts), technical support 

(only allowing use of tailed or radiopaque sponges), 

documentation and visual aids, and changes to 

organizational culture in certain departments to 

reinforce the importance of counting and the risk 

associated with RFO’s. 

Preventing RFO’s 
As with other types of adverse health events, RFO’s 

have varied causes that cross multiple systems.  In 

some cases, clear policies are not in place to require 

counting or comparison of all objects.  But even when 

those policies are present and followed, human 

fallibility, distractions, or cognitive bias can lead to 

falsely correct counts and the illusion of safety.  

Effectively reducing the risk of RFO’s requires taking 

several important steps: 

• Ensure that policies requiring counting of 

sponges, sharps, and other objects are in 

place for all procedural areas, not just in the 

OR. 

• Examine policies to make sure that the 

responsibility for initiating, documenting and 

reconciling all counts is clear.   

• Develop documentation to support the 

consistent application of the count policy; and 

audit documentation regularly.   

• Use white boards or other visuals during the 

procedure to visually document items to be 

counted, and the counts themselves. 

• Make sure that count policies require two 

people to directly view and verbally count 

each item included in the count.  

• For invasive procedures that involve the use 

of devices or instruments containing multiple 
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parts, or with a risk of breakage, ensure 

that your count policy includes a visual 

comparison of the instrument or device 

before and after use, and clearly outlines 

who should be responsible for the 

inspection and for reconciliation of 

potentially broken devices.  This may be 

particularly important with devices that 

have been involved in multiple RFO’s in 

Minnesota, such as catheters and pain 

pumps, and with guidewires.s 

• Consider the risk of breakage or 

separation of instrument/device parts 

when ordering new instruments, and 

when training staff on their use. 

• Have a clear process outlining the steps to 

be followed in the case of non-reconciled 

counts, and clear accountability for 

initiating those steps. 

• Only use radiopaque soft goods.  Ensure 

that packets of supplies for any given 

procedure only include radiopaque 

sponges/pads, and that all staff and 

physicians understand that a personal 

preference for non-radiopaque soft goods 

will not be accommodated.   

• Consider routine post-op xrays or other 

screening methods for high-risk patients 

at the end of surgery.  This could include 

certain orthopedic procedures, 

procedures that involved a change in 

approach, long surgeries with significant 

staff turnover or high blood loss, or highly 

complex or emergency procedures. 

• Explore the use of barcoded sponges or 

other items, but remember that such 

technical approaches are not intended to 

replace manual counts and may run the 

risk of fostering complacency in counting 

practices. 

• Develop and implement a policy for 

specifying removal and reconciliation of 

tucked sponges or gauze, if one is not in 

 

 

place.  The policy should provide clear 

guidance on communication and 

documentation of tucked items, as well as

orders and accountability for their 

removal. 

A number of these best practices related to 

development and effective implementation of 

sponge/sharp counting policies formed the basis 

of the Safe Count campaign, which has nearly 

eliminated retained sponges in vaginal deliveries 

statewide.  In a relatively short period of time, 

labor and delivery units across the state have 

successfully changed their cultures so that 

sponge counting and visual inspections are now 

the community standard rather than the 

exception.   

Eliminating retained foreign objects in all clinical 

areas involves addressing a number of 

complicated issues, including the use of a wide 

range of instruments or devices, the adoption 

and use of new devices that may pose an 

unknown risk of breakage, complicated 

procedures involving many instruments and soft 

goods, and a culture in which deviation from the 

standard materials or standard count policy is the

norm.  However, the success to date in 

Minnesota’s labor and delivery units, along with 

the wealth of data collected on RFO’s across five 

years, provides a strong starting point for 

developing a safer, more reliable process for 

prevention of RFO’s statewide. 
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