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Abstract

       Retention of foreign object after surgery continues to be high on the list of sentinel events reported to The Joint Commission (TJC). Although these events have happened in multiple invasive surgeries, retained objects are estimated to occur in 1:5500. These adverse events have resulted in patient’s harm, as patients are subjected to a second surgery and may even die. It is a requirement of TJC, that accredited facilities conduct a root cause analysis (RCA) when a sentinel event occur. Goals of RCA includes providing positive impact on patient care, finding the real cause that contributed to the sentinel event and education and maintenance of public confidence in accredited hospitals and healthcare facilities.

Healthcare Quality and Safety Considerations

        
A sentinel event is an unexpected event resulting in death of, or physical or psychological injury to an individual. (Huber 2014).  It is a patient safety event that affects the individual and results in any of the following: Death, permanent harm, severe temporary harm and interventions required to sustain life. Sentinel events are events that have resulted in an unanticipated death or major permanent loss of function, not related to the patient initial ailment. (Huber 2014).  

The Joint Commission Policy on Patient Safety 

        Each accredited organization is encouraged to report sentinel events to The Joint Commission.  The policy requires healthcare facilities and organization to find out the cause and effects of sentinel events. They are expected to put appropriate measures in place to prevent further recurrence. They are expected to educate their staff and monitor for unexpected outcomes and the steps taken to correct them. (York., Macalister. 2015). 

 Something happens and there’s a negative consequence to it. To determine the cause of this from a systems point of view, the CQI uses RCA’s to determine the what, how, and why of the sentinel event, or sometimes a near miss. You don’t need to have a bad outcome. If there was a near miss, it still needs to be identified because we need to see what the problem is/was.  The first step in RCA is data collection. The root cause of a situation is pinpointed. The real reason why the incident occurred. It is never intended to blame an individual, but to prevent the incident from happening again. (York., Macalister. 2015). 
Inspite of all the efforts taken to reduce the risk of errors during an operating procedure, retain objects continues to be among the most frequently reported sentinel events. 
Cotton gauze are highest among retained objects, accounting for 70 percent of retained surgical items and result in more serious tissue reaction than any other retained hardware. Other Items includes, sharps, needles, instruments and device fragment. 
Patients may suffer for years with pain or other disabilities due to URFO’s, or they may return to the facilities as early as days after the foreign objects was left in them. As in the following case report adapted from the “Pennsylvania Patient Safety Authority” (patientsafety.pa.gov, 2017).

 Patient had right kidney removed, with the use of robotic surgery with hand-assisted port. Surgery was completed as planned, and the surgical counts were said to be completed and was correct. A few days later, the patient returned to the emergency room with vomiting and abdominal pain. The ER doctors ordered an x-ray and CT scan of the abdomen, pelvic and flank. Patient checked in the emergency room, CT scan and x-ray of the abdomen and flank was done. Both tests, indicated that patient had retained surgical sponge in the right flank area. The patient was taken to surgery a second time for removal of the foreign object. The surgical team completed the case and upon closure of the skin, it was noted that a sponge was missing. The sponge could not be found in the drapes or surrounding areas, the surgeon had to request for another peri operative xray which showed that there was a sponge in the abdomen. The sponge was removed and scanned, and the final count was correct. The abdomen was closed, and the patient departed the operating room for the step-down unit where he was carefully monitored. (patientsafety.pa.gov, 2017).

The above scenario though said to be uncommon, will follow the same pathway for any incidence of RSO.  It must be surgically removed as RSO’s do not dissolve, and neither will they be resolved by using antibiotics. The items must be surgically removed to prevent sepsis or even death. It doesn’t matter how small or too big the object is, it must be removed, unless its removal is detrimental to the patient. Approximately 772 incidents of RSO was reported to TJC sentinel event database, and almost 20 deaths occurred from these incidents from 2005 -2012.
 Some of these incidents occurred in the hospital’s operating rooms, some in the labor and delivery areas and some occur, in the ambulatory day surgery units. 

Current Method to Decrease or Prevent RSO Occurrence.
In attempting to decrease the incidence of RSO the surgical count is implemented. This is usually done three times during a case. If there’s a cavity, there may be four counts. A count must be done by two surgical team members, one of which is the circulating nurse and the other is usually the scrub technician. Surgical counts are very risky and be problematic. This is usually the case if the individual if the individual counting does not know the instruments very well or if they are not familiar with the case been done. 
 Data-matrix System (Surgical Scanner)

 This is an electronic handheld device that contains data and uses a laser light system that scans previously barcoded towels and sponges. After the sponges are scanned in, they must be scanned out to remove them from the sponge tracking device. The information scanned to the device is kept in the system and is later downloaded to the healthcare facility data base. The nurse who manages the scanner must put his/her name and code into the scanner for it to operate. This facilitates accountability to the counting process 
Guideline for Nurses and Healthcare Workers
Every member of the surgical team has a part to play in the prevention of retained foreign objects. Surgical teams should devise an error proof way that accounts for all surgical items opened and used during a procedure. The ideal RSO’s prevention measures must be transparent, able to be verified and must be reliable. Instruments should be accounted for, in all procedures for which the likelihood exists that an instrument could be retained. 

Conclusion
In the Institute of medicine (IOM) report of 1999, (Finkelman 2016) states “To Err is human, and there is no single answer to solving the healthcare safety issue”. Errors are directly related to outcomes which are of great concerns in continuous quality improvement (CQI) efforts. Not all adverse events are due to error, and not all are preventable. Analysis is required to determine the relationship of an error to an adverse event. (Finkelman, 2016).

References

Finkelman, A. (2016). Leadership and Management for Nurses Core Competencies for Quality Care (Third ed.). Boston, United States: Pearson Education
Huber, L. D. (2014). Leadership & Nursing Care Management Fifth Edition. Iowa: Elselvier.

Obrien, L. M.& Eyster, K.M et al. (2015). Article Title. , Journal of Patient Safety 228 -229.

York, T.W., Macalister. (2015) The Healthcare Environment in Hospital and Healthcare Security (Sixth Edition).

.

