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“Final count is correct.” This is a common phrase heard in operating rooms around the 
country on a daily basis. The truth is that even though the team believes and reports that a 

that counts are an important procedure to ensure the safety of their patients. The outcome 

from signs and symptoms of injury caused by extraneous objects.” These extraneous objects 

expectation of every perioperative nurse.1

retained foreign body is so great that several organizations provide guidelines for the counting 
process in an effort to promote positive patient outcomes. The purpose of this educational 
opportunity is to provide information that will support the perioperative nurse in providing a 
safe surgical experience through enhanced awareness. This activity will discuss the incidence 
of incorrect counts, the potential complications from an incorrect count, and guidelines for 
performing counts to prevent incorrect counts. New technology for performing sponge counts 
will be presented for consideration. 

After completing this continuing nursing education activity, the participant should be able to:

1. Identify risk factors for incorrect sponge and towel counts.

towels.

This continuing education activity is intended for perioperative registered nurses who are 
interested in learning more about the prevention of retained sponges and towels following 
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Instructions

this activity:

1. Read the overview and objectives for this educational activity and compare them with 
your own learning objectives.

5. For further information, consult the References/Suggested Readings/Bibliography. 



____________ 
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Please complete the test on pgs 25–27 and place your answers on pg 28 (evaluation 
form.)  Please mail, e-mail or fax the completed form to Educational Review Systems, 
3015 Shannon Lakes North, Ste 303, Tallahassee, FL 32309; Fax 678-401-0259; 
sglass@edu-review.org. Certificates will be mailed to the address provided.  
 
Educational Review Systems is an approved provider of continuing education in nursing 
by ASNA, an accredited provider by the ANCC/Commission on Accreditation. Provider 
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Items that are routinely used to perform a surgical procedure may become a foreign body 
if they are not correctly accounted for and removed prior to closing a surgical site. Such 
items include sharps such as needles and cautery tips, instruments, and sponges or 
towels.

an unintentionally retained foreign body if it does not cause a major permanent loss of 
function.  Therefore, underreporting of retained foreign bodies, including sponges and 
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the spinal canal, face, brain, or extremities (17%). The most commonly retained object 
was a surgical sponge, occurring in 69% of the cases of retained objects.4

The costs related to count discrepancies and retained foreign bodies following surgery 
can be devastating to everyone involved. Count discrepancies add additional procedural 

source of data gathered for CABG procedures.  The average cost of CABG surgery in 
which a count discrepancy occurred was $16,333 compared to $15,349 when it did not 
occur; therefore, the projected additional cost for a discrepant count was determined 
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The costs related to retained foreign bodies following surgery are much higher.  

on a thoracic patient to retrieve a sponge and then treat for an infection or foreign body 
6 The Agency for Healthcare 

Research and Quality indicates that a retained foreign body adds approximately four 
days to an average hospital stay.7

The pressure on surgical teams to avoid unnecessary costs is becoming intense.  The 

federal Medicare program will not pay providers for procedures involving a foreign object 
left behind from a surgery, part of a new effort to curtail errors.
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There are many risk factors that can contribute to a retained foreign body. The process 
by which counts are performed is not standardized from operating room to operating 
room across the country, or even within the same institution. A lack of a systematic 
approach to the count may result in missed or overlooked items. 

and continue to close the wound without further exploration for the object. There may 

staff could result in unknown changes in the count. For example, an additional pack of 
laparotomy sponges may be added to the procedure table, but the circulator did not 
record them on the count sheet, resulting in an inaccurate count. 

Timing for emergence from anesthesia can occur prematurely if the surgical team is not 
communicating effectively. As the patient begins to emerge from anesthesia, the count 

the anesthesia provider is not aware or did not receive appropriate communication, the 
patient may continue to emerge from anesthesia. This can create a rushed situation and 

Human beings can make mistakes. There are aspects of the daily activities in the 
operating room that can enhance the risk of making mistakes during the counting 

communication failures can all be factors in the counting process.

Communication

Communication failures may result from a variety of reasons. The different cultures that 

include:

• Structural: medical staff to hospital staff 9

Those with less experience may feel intimidated by those who have been working in the 
operating room for a long time. There are also many styles of communication and some 
may be harsher or closed, which do not support effective exchange of information. 
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While differences exist, they can be managed. The use of the crew training model used 
by airline crews has been introduced in hospitals and has proven to be a successful tool 
for improving communication and patient safety.

Environment

room.

Noise can and should be controlled. High music volume, excessive conversations 

mask important information being conveyed from members of the surgical team. The 
perioperative nurse has an obligation to control the noise levels in the operating room. 

come and go in the operating room transferring responsibility from person to person.11

should be at a minimum, particularly while counting, to avoid errors in the counting 
process.

members of the surgical team. This fatigue can contribute to counting errors. Sponges 
sticking together or the use of a poor counting system can be other contributing factors, 
especially in conjunction with fatigue.

Counts may be abbreviated or omitted during an emergency situation, during surgery 
when a body cavity is not expected to be entered, or for transvaginal surgery or vaginal 
deliveries. It is interesting to note that the risk of a retained foreign object increases with 
emergencies and unplanned changes in a procedure. Higher body mass index is another 
risk factor for a retained foreign object.13

All members of the perioperative team must take responsibility for minimizing the human 
factors that can contribute to errors in the counting process. The result can be an 
inaccurate count and a retained foreign body.
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The term gossypiboma refers to a surgical sponge or towel that is inadvertently retained 
in the body following surgery. A retained foreign body can result in a foreign body 

or other visceral perforation.14  Root cause analysis case reviews performed by the 

until days, weeks, or years later. Symptoms included pain, swelling, or signs of occult 
infection.15

hospital if the problem was not discovered during the initial hospitalization. Reoperation 

anesthesia encounter.

Association of periOperative Registered Nurses (AORN)

The Recommended Practices for Sponge, Sharp, and Instrument Counts provide clear 
direction in the system for performing counts to decrease the risk of a retained foreign 
body.16  Since the focus of this educational activity is surgical sponges and towels, that 
guideline is outlined below.

possibility exists that a sponge could be retained.

• Counts should be performed before a procedure begins to establish a baseline, 
again before closure of a cavity within a cavity, before wound closure begins, and 
at skin closure or the end of the procedure. A count should also be performed 
when there is permanent relief of the scrub or circulator.

• Accurate accounting of all surgical sponges throughout the surgical procedure 
should be a priority for all members of the surgical team so that the risk of 
retaining a sponge or towel is minimized.

•  When counting sponges, the sponges should be separated, counted audibly, and 
concurrently by two people with one of them being a registered nurse. This should 
occur during the baseline count and when counting used sponges.

of addition and recorded to keep the count current and accurate.

assume that a package has the correct amount of sponges. If a pack contains 
the incorrect number, remove the package and the sponges immediately from the 

operating room.

in better accuracy.
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• All sponges should remain in the operating room until the procedure is complete. 
Linen and waste receptacles should not be removed from the room until the count 
is completed and resolved.

• Counted sponges should not be used for packing or dressing. If a counted 
sponge is intentionally left in a wound, it must be clearly documented on the 
operative record, including the type and number of sponges. The intraoperative 

• At the end of the procedure, all sponges should be removed from the operating 
room to avoid potential discrepancies with future cases in that room.

• Handle contaminated sponges appropriately using bloodborne pathogen 
precautions.

American College of Surgeons (ACS)

Because the ACS recognizes patient safety as a very high priority, it recommends 
that all hospitals and health care professionals take reasonable measures to prevent 
retention of foreign objects after surgery. In support of this, the ACS provides guidelines 
contained in the Statement on the Prevention of Retained Foreign Bodies after Surgery.17

The guidelines may be adapted to a variety of practice settings including ambulatory 

operative procedures are performed.

The ACS Statement contains the following expectations:

• “Surgical procedures take place within a system of perioperative care composed 
of surgeons, perioperative registered nurses, surgical technologists and 
anesthesia professionals. These individuals share a common ethical, legal and 
moral responsibility to promote an optimal patient outcome.”

• Good communication is essential among perioperative personnel and consistent 

foreign body retention.

• “Recommendations to prevent the retention of sponges, sharps, instruments and 
other designated miscellaneous items include:

• Consistent application and adherence to standardized counting procedures

operative tasks
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surgical team members, items intentionally left in the surgical wound as packing, 
and actions taken if count discrepancies occur.

personnel are available for support of the perioperative surgical safety measures.

prevention of retained foreign objects after surgery.

Institute for Clinical Systems Improvement (ICSI)

health care that the member organizations provide. ICSI has a vision to be viewed as a 

a health care protocol: Prevention of Unintentionally Retained Foreign Objects in 

Surgery

• A preformatted whiteboard should be used as the primary record of the count. 

• This allows all surgical staff to independently view the count at any time. Having 
this in public view is likely to reinforce the importance of performing and tracking 
the count.

• A count worksheet should be used when a whiteboard is not readily available. 

• This should be used as a memory aid in place of scratch paper and should only 
be used if no whiteboard is available or accessible.

process.

• “Red rules should be established and followed by staff and physicians. They are 

highest risk of safety to patients or staff. These red rules are:

• Sponges/soft goods and sharps will be counted for surgical procedures

• Baseline counts are accurately performed and completed before incision starts

• If the count cannot be reconciled, imaging must be done appropriate to the 
patient’s condition as outlined in this protocol.”

• Safety Check – Circulator performs room survey prior to baseline count

• Wound closure delayed/open wound packing

• Reconciliation process for count discrepancies
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Counts Compromised 

If any of the steps in the protocol cannot be followed, the count is considered 

process includes obtaining radiographic imaging for potentially retained foreign objects.

Safety Check – Circulator Performs Room Survey Prior to Baseline Count

In this step, the circulator should limit the number of receptacles for discarded items 

receptacles are empty and that no items from the previous case are in the room. The 
whiteboard must be clean and free of any information from the previous case.

Safety Check – Perform Count Process

For the purpose of this discussion, the count process will include sponges and soft goods 

• A baseline count will be performed before the patient is brought into the room. 

• If parallel processing is taking place, a separate team will attend the patient and 
the other team will perform the count process.

• Counts will take place before closure of a cavity within a cavity, before wound 
closure, at the end of the procedure, any time there is concern about the count 
from a member of the surgical team, and when there is a permanent change of 
any member of the surgical team.

• The count will be performed with a circulator and scrub person – one must 
be an RN, directly viewing the items being counted. The count is audible and 
concurrent.

• The circulator documents the count on the preformatted whiteboard or count 
worksheet.

• All items are counted in the same order for each count. This may be noted on the 
preformatted whiteboard.

• Sponges and towels will be separated and counted individually; as items are 

• Any used sponges will be pulled apart and unballed to perform the count.

• After the procedure, all items will remain in the operating room until the count is 
completed and reconciled. After the count is reconciled, all items will be removed 
from the room in preparation for the next case.

Safety Check – Perform Wound Exploration

Wound exploration is performed before closure of the wound and any cavity.

Close Wound and Finish Procedure

If the count processes are followed carefully, radiographic imaging is not necessary prior 
to wound closure.
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Wound Closure Delayed/Open Wound Packing

An open wound or delayed closure presents a high risk for a retained foreign body. 
Several actions should take place to decrease risk. 

• The number and type of items used in wound packing are documented in the 
procedure record.

• Any items removed or added to the wound must be counted and documented in 
the patient’s medical record.

closure, the original packing will be removed, isolated, and counted separately 

should be reconciled prior to wound closure.

• A thorough wound exploration will be performed.

closure.

Veterans Health Administration (VHA)

Prevention of Retained Surgical Items, provides guidelines 
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• All sponges used during a surgical procedure must be left in their original 

used for surgery are not to be used for prepping.

and all counts are completed and resolved.

a count bag or other device designed for counting sponges. 

counting process.

• When a counted sponge is intentionally left in the wound as packing, this must 

items are accounted for. 

• The count should be recorded on a dry erase board or on a locally developed 
count sheet as each category of sponge is counted. Additional sponges are 
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• In an extreme emergency when counts are omitted, the circulating nurse will 
document this in the intraoperative report and the surgeon will document on the 

incorrect counts and the retention of foreign bodies following surgery. The fact that many 
organizations share the same concerns and support the same procedures illustrates the 
importance of this aspect of patient safety. 

Some of the common themes outlined for preventing incorrect counts include focus on 
the human factors that increase risk. Avoiding distractions and interruptions and providing 

prevention. The use of a preformatted white board or a printed count sheet that enforces 
counting in the same order each time are other recommended tools. A clear plastic 
hanging pocket device designed to hold one sponge per pocket is another tool that may 
help prevent missing a sponge during a count or double counting a sponge. 

Extensive wound exploration is indicated for all procedures. Extra care should be 
used when operating on patients with high body mass since these patients have been 
recognized in research studies to have a higher incidence of retained foreign bodies. 

impossible.

Although every effort is made to ensure a correct sponge count, errors can occur. 
The result is an incorrect count. The following section discusses the guidelines and 
recommendations for handling an incorrect sponge count.
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When a sponge is lost or unaccounted for during surgery, several things happen. The 
surgery is delayed as the surgical team searches for the lost sponge. Anesthesia must be 
extended for an uncertain period of time until the discrepancy is resolved. If the sponge 

must still be observed for complications from a gossypiboma.

 states:

“Additional measures for investigation, reconciliation, documentation, and prevention of 
retained surgical items should be taken.”

• Steps should be taken when a discrepancy in the count is determined.  

• The discrepancy should be immediately reported to the surgeon and the surgical 
team.

• A verbal acknowledgement from the surgeon should be received by the circulator.

• The procedure is suspended, if feasible, as the operative site is inspected 
manually. 

• The team also performs a visual inspection of the area surrounding the surgical 

condition is unstable. 

or absence of the foreign body in the surgical site.

• Appropriate documentation on the patient’s medical record should include the 
measures taken to resolve the discrepancy and the outcomes.

• The incident should be reported per organizational incident/variance reporting 
policies and practices. 

will notify the surgeon, the nurse manager, and/or the charge nurse. The surgeon is 
then expected to perform a manual search of the wound or cavity. The room, including 

postoperatively while the patient is still under anesthesia and on the operating room 
table. This should be completed before wound closure. If the sponge is still not located, 
the appropriate incident paperwork is completed, and the procedure followed to locate 
the missing sponge along with the outcome are documented.
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listed here.

Technology surrounds the perioperative nurse. Radiographic images are now digital and 
readily available by computer. Computer documentation is being used in more operating 

perioperative nurse today.

codes.

– false correct counts, by keeping a complete inventory list of all the sponges used in 

  Using surgical 

computers, staff members are now able to keep an accurate count of all the items in use.  

at a time or can scan a “master” tag on the band around each pack of sponges which 

any discrepancies such as scanning the same sponge twice or scanning out an unknown 
and extraneous sponge that is not part of the current count. It has been documented 
that sponges accidentally left in the room from previous procedures or dragged in from 
another room have contributed to false correct counts. All such extraneous sponges 

count as well. The methodical process of scanning every item allows for the individual 

disposition along with all staff and patient information.  This data could be exported 
to paperless documentation systems or could be used in conjunction with specialized 

Sponge Counts and support existing protocols established and practiced by perioperative 
nurses within their individual facilities.
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methods but more importantly, it detected 11 miscounted sponges versus only 1 detected 

miscounts.  There is also an acclimation period as nurses become more familiar and 
competent with the system.  This is consistent for all the emerging technologies.

The bar coded sponge system as a tool for sponge and towel counting is available and 

technology focuses on the detection of a sponge through the use of proprietary radio 

station and used in conjunction with a RF beacon sewn into surgical sponges, laps and 
towels. The RF beacons cause the base station to emit a “beep” when the attached 
reader detects a beacon underneath it. Since this is only a detection approach, the count 

the manual count is performed, the disposable RF wand would be waved over the patient 

horizontally). A retained beacon would be detected by the reader, indicating its presence 
in the wound.

There is very limited published research available that can be cited for reliability and 

RF technology as a tool for sponge and towel detection is available today. Some 
hospitals are already using the technology. The cost effectiveness of this tool must be 

 was 

closed, a wand scanning device was used to detect a sponge that was deliberately 
placed immediately underneath the incision. The evaluation indicated that the wand 
device detected all sponges within 3 seconds of scanning and there were no false 

voiced concern regarding the possibility that the scanning process could be performed 
incorrectly and a sponge thus left undetected and retained.
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system would have to be evaluated as reports published on the manufacturer’s website 

prevention of retained items for several important reasons :

members since it focuses on detection.

may be missed. 

not been performed and published.

4. Studies regarding the interference of such products with other machines and 
technologies have not been performed and published.

can result in a life threatening situation for the patient, negligence for the team members, 
and extended costs, not to mention litigation problems.  The risk factors include lack 

in erroneous counts. The problem is so concerning that many professional organizations 
have offered statements, guidelines, and recommended practices aimed at helping team 

supports protocols taught surgical team members.  Systems that help prevent counting 
errors will more than likely become the standard of care in the near future as more and 
more perioperative team members focus on patient safety and procedural accuracies.
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Mrs. L, a 45 year old female, entered the operating room for an elective abdominal 

IK; and the circulating nurse, NN.

The initial sponge count was completed as the patient was entering the operating room. 

the patient and induction of anesthesia. After induction, the circulator jotted the count on 
a piece of scrap paper that was near her computer. 

the retractor that was placed in the abdomen. 

Near the end of the case, just as the team was starting the sponge count, a relief nurse 
came in to offer NN lunch. Her relief was in a hurry because she had two other lunches to 

exploration of the wound and found the laparotomy sponge deep inside the abdominal 
cavity. He muttered something about putting that in early in the procedure. The closure 

Points to Consider:

• How was the baseline count performed and recorded?

• What factors were involved that could have affected the counting process?

• What processes were missed or neglected regarding placing a sponge in the 
surgical wound?

• How could the lengthy delay at the closing count have been avoided?

• How was the baseline count performed and recorded?

with both parties looking at the sponges as they are separated and counted. 
The circulator recorded the count on a scrap piece of paper and not during the 
counting process.
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There was no standard formatted paper or white board to document the count. 

• What factors were involved that could have affected the counting process?

With the nurse’s focus on the patient during the counting process, she was 
distracted from the count. There was a potential for missing sponges or 
incorrectly recording the count because she wrote it after attending to the patient.

The music and noise in the room create interference in focus and can lead to 

the music be turned down.

• What processes were missed or neglected regarding placing a sponge in 

the surgical wound?

retractor. There should have been a communication with the scrub person that the 
sponge was packed and it should also have been communicated to the circulator. 

know he should tell anyone about the sponge. He may not have seen the sponge 

• How could the circulator and relief have improved the hand-off of care?

Because there is no preformatted white board or count sheet, the two should 
have discussed the count and how it was recorded.

• What part did Dr. Z play in the closing count process?

wound exploration. Instead, he dismissed the concern as an erroneous count and 

• How could the lengthy delay at the closing count have been avoided?

have insisted that the count was incorrect and that the wound exploration be 

causative factor in delaying wound closure and creating an inaccurate accounting 
of the sponges used in the procedure.
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• What can be done to improve the count procedure in the future?

Staff should review the recommended standards for counting. Educational 
programs should be provided that emphasize the importance of the count 
procedure.

to identify ways to provide the circulator time to perform the count procedure 
uninterrupted or without distractions.

The staff should look at processes to develop a standardized format for counting 
using either a preformatted white board or a newer count system.

Efforts should be made to enhance communication among surgical team 
members.

Consider evaluating and introducing new technology such as data matrix into the 
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Surgical gauze or towel inadvertently retained 
in the body following surgery. From the Latin 
gossypium meaning linen and the Swahili boma 
which means place of concealment.

A radiographic image obtained within the surgical 
suite, usually with portable

Parallel Two separate activities performed simultaneously 
in the same area

Process with two entirely separate groups of staff. In 
reference to a sponge count, two circulators will 
be needed – one to care for the patient and the 
other to perform the count process.

unexpected occurrence that involves death or 
serious physical or psychological injury or the risk 
of such occurrence. Serious injury includes loss of 
limb or function.

Sponges Soft goods such as gauze pads, cottonoids, 
peanuts, dissectors, tonsil sponges, laparotomy 

protect tissues, or apply pressure or traction.

Surgical

Retained Foreign closure of the wound.

Tucked sponge Any soft good used to stop bleeding or absorb 

the surgeon’s hand to obtain traction, that is left in 
location for the duration of the procedure.

White board A preformatted dry erase board that is directly 
viewable by the entire surgical team and used 
to document sponges/soft goods, sharps and 
miscellaneous items. The whiteboard is used to 
promote safety during the counting process.
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Multiple Choice/True or False.

the following statements.

1. Retained foreign objects following abdominal surgery can result in a(n)

a. Gossypiboma
b. Intestinal obstruction

d. All of the above

a. True
b. False

3. It is estimated that in intraabdominal surgery, retained foreign objects occur once in 
every

d. None of the above

4. The most common retained foreign object is a(n)

a. Instrument
b. Sponge
c. Sharp
d. All of the above

5. Risk factors involved in incorrect sponge counts include

b. Lack of a systematic method for recording counts

d. All of the above

6. Which communication culture would not result in communication failure?

a. Structural: nursing staff to nursing supervisor
b. Cross cultural: nurse to surgeon
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7. Which human factors are involved with potential counting errors?

a. Level of education and experience
b. Communication styles
c. Economic status
d. Both a & b

b. Interruptions
c. Noise
d. All of the above

create a risk for improper sponge counts.

a. True
b. False

case.

a. True
b. False

11. The sponge count  may be omitted if

a. A body cavity is not expected to be entered

c. The surgeon states it does not need to be performed
d. A & B

a. True 
b. False

13. A gossypiboma will always demonstrate symptoms within several weeks. 

a. True
b. False

14. Human factors are rarely a risk for retained foreign bodies.

a. True 
b. False
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perform a sponge count should be

a. An registered nurse and scrub technician
b. A scrub technician and surgical/physician assistant
c. Two Scrub Techs
d. None of the above

16. According to the American College of Surgeons, safe counts result from

a. Standard processes 
b. Good communication among the surgical team
c. A & B
d. None of the above

17. The Institute for Clinical Systems Improvement recommends which of the 
following when performing a count procedure?

a. A preformatted whiteboard
b. A manual documentation program

d. None of the above

risk of omission.

a. True
b. False

19. When an incorrect sponge count is noted, which actions should be taken?

b. The surgeon explores the wound or cavity
c. The room, garbage, and linen are searched
d. All of the above

reduce time and error.

a. True
b. False
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Activity Title: Prevention of Retained Sponges and Towels Following Surgery

To what extent did you achieve each of the following? 1 2 3 4 5

1. Identify risk factors for incorrect sponge and towel counts.

procedures.

sponges and towels.

To what extent… 1 2 3 4 5

activity?

3. Was the content accurate and current?

5. Was this learning method effective?

6. Will the information be useful in your practice setting?

 Yes  No
balanced manner?

Will the information you gained from participating in this program change your practice?

 No

NAME ___________________________________________________________________________
ADDRESS _______________________________________________________________________
CITY/STATE/ZIP __________________________________________________________________
PHONE _______________________

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________________

Please indicate the correct responses below.
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