Retained Foreign Objects Checklist

Communication

· Was there an adequate handoff between providers/nurses/techs?
· Did the surgeon ensure the surgical count was correct before closing?
· Was a count discrepancy communicated to the surgical team?  i.e. Surgeon?
· Did the surgical staff believe that the sponge/needle/instrument count was not correct but failed to speak up?
· Did the surgeon/nurse fail to communicate additional sponge use?
· Did the provider/nurse/tech/medic fail to provide either written or verbal feedback of potential surgical issues? i.e. bent instrument, strange sound when removing drain, difficulty with procedure
Failure to Follow Policy
· Was there a lack of a policy or failure to follow existing policy regarding surgical sponge/instrument counts?
· Was a sponge count done?
· Was a cavity sweep performed?
· Did the tech/nurse visualize the cavity inspection being performed?
· Were non-radiopaque sponges used?
· Were the sponge count bags used properly?
· Did surgeon continue to close after being told the sponge count was incorrect?
· Was the sponge/needle/instrument count done at each handoff?
· Were the previously retained (trauma) sponges counted in current surgery?
· Were all removal instruments/guide wires removed?
· Were all pieces of equipment/instruments counted prior to surgery completion?
      	Training/Knowledge Deficit
· Was surgical team aware of equipment/instruments that must be assembled and may come apart during surgery?
· Did surgical team inspect all equipment/instruments after removal from patient?
· Did the provider have adequate experience to perform procedure?
· Was the provider familiar with the equipment/instrument being used?
· Was inferior equipment used to make informed patient decisions?	


