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ABSTRACT: Objective: To investigate the perspective of the operating room circulating nurse on surgical count for patient safety. Method: Qualitative explo-
ratory study, performed at the surgical center of a large hospital in the Northeast of Brazil, between January and March 2018. We carried out a Content
Analysis of the interviews conducted with 11 operating room circulating nurses using theoretical saturation. Results: The responses were organized in
two thematic categories — “Surgical count for patient safety” and “Flaws in the surgical count protocol” —, revealing the need to invest in practice change,
as most interviewees understood or acknowledged the importance of surgical count for patients. Conclusion: The relevance of surgical count is empiri-
cally recognized and must be strengthened through actions that guarantee the understanding of the extent and impact of this practice on patient safety.
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RESUMO: Objetivo: Investigar a perspectiva do circulante de sala operatéria sobre a contagem cirtirgica para a seguranga dos pacientes. Método: Estudo
exploratério, qualitativo, realizado em um centro cirargico de um hospital de grande porte do Nordeste do Brasil, entre janeiro e marco de 2018. Foi rea-
lizada Analise de Contetido das entrevistas realizadas com 11 circulantes de sala operatéria por saturagio tedrica. Resultados: As falas foram organizadas
em duas categorias tematicas — “Contagem cirlirgica para a seguranga do paciente” e “Falhas no protocolo de contagem cirtirgica” — , revelando que
a mudanga da pratica deve ser investida, visto que a maioria entende ou reconhece a importincia da contagem ciriirgica para os pacientes. Conclusao:
Ha o reconhecimento empirico da relevancia da contagem cirtrgica, devendo ser refor¢ada por meio de a¢des que garantam a compreensio da dimen-
s30 e a repercussdo dessa pratica na seguranga dos pacientes.

Palavras-chave: Enfermagem perioperatéria. Seguranga do paciente. Pesquisa em enfermagem. Cuidados de enfermagem.

RESUMEN: Objetivo: Investigar la perspectiva del circulante de quir6fano sobre el conteo quirtirgico para la seguridad de los pacientes. Método: Estudio
exploratorio, cualitativo, realizado en un centro quirirgico de un hospital de grande porte del Nordeste de Brasil, entre enero y marzo de 2018. Fue
realizado Analisis de Contenido de las entrevistas realizadas con 11 circulantes de quir6fano por saturacion teérica. Resultados: Las conversas fueron
organizadas en dos categorias tematicas — “Conteo quirtirgico para la seguridad del paciente” y “Fallas en el protocolo de conteo quirtirgico” —, reve-
lando que el cambio de la practica debe ser invertida, visto que la mayoria entiende o reconoce la importancia del conteo quirtirgico para los pacientes.
Conclusion: Hay el reconocimiento empirico de la relevancia del conteo quirtrgico, debiendo ser reforzada por medio de acciones que garanticen la
comprension de la dimension y la repercusién de esa practica en la seguridad de 1dos pacientes.

Palabras clave: Enfermerfa Perioperatoria. Seguridad del paciente. Investigacion en enfermerfa. Atencion de enfermerfa.

'Ph.D. student in Sciences at the Graduate Program in Adult Health Nursing, Nursing School, Universidade de Sao Paulo (USP) - Sao Paulo (SP), Brazil.

2Nurse; specialist in Oncology Nursing, Universidade de Pernambuco (UPE); specialist in Enterostomal Therapy, Nossa Senhora das Gragas Nursing School, UPE (FENSG-UPE); attending nurse at the Surgical
Center Unit of Hospital das Clinicas, Universidade Federal do Pernambuco (HC-UFPE) - Recife (PE), Brazil.

3Attending nurse at the Surgical Center Unit of HC-UFPE; specialist in Quality and Safety of Patient Care, UFPE - Recife (PE), Brazil.

“Nurse; master’s degree in Health Management and Economics, UFPE; head of the Surgical Block Unit of HC-UFPE - Recife (PE), Brazil.

°*Nurse; Ph.D. in Nursing, USP; adjunct professor of the Graduate Program in Adult Health Nursing, USP (PROESA-USP); director of the Brazilian Center for Evidence-based Healthcare: Joanna Briggs Institute
Center of Excellence (JBI Brazil) - Sdo Paulo (SP), Brazil.

*Corresponding author: edutgs@hotmail.com

Received: 07/26/2018 - Approved: 12/10/2018

DOI: 10.5327/Z1414-4425201900010008

| 37 |
REV. SOBECC, SAOQ PAULO. JAN./MAR. 2019; 24(1): 37-42




GOMES ET, SANTOS ML, ARAUJO SSSL, ASSUNGAO MCT, PUSCHEL VAA

INTRODUCTION

The process of counting the items used during surgery is
often called surgical count. This practice is crucial to ensure
that items such as instruments, sponges, and needles are not
forgotten inside of patients’. They must be counted before
closing the incision, as they can be accidentally disposed of
in the trash or remain in the operative fields at the end of the
procedure?®. Despite being a rare event, forgetting sponges
and instruments at the end of the surgery is an adverse event
with severe implications®.

The World Health Organization (WHO) recommends
that, during the implementation of the Surgical Safety
Checklist, in the Time out phase, the whole team con-
firms if the count of items is correct, and, if it is not, they
must review the count and check trash cans and hampers’.
WHO elected Surgical Count as the Objective 7 for Safe
Surgery worldwide*.

The circulating nurse, a specialized nursing technician
(NT) that stays in the room during the whole intraoperative
period, is responsible for recording the events and materials
used in the surgery and is essential for the implementation
of patient safety protocols in the surgical center.

Considering the importance of this professional for patient
safety, this study aimed to answer the following question:
“What is the perspective of circulating nurses on surgical
count for patient safety?”

0BJECTIVE

To investigate the perspective of operating room circulating
nurses on surgical count for patient safety.

METHOD

This is a qualitative exploratory study, performed at the surgi-
cal center (SC) of a large university hospital in the Northeast
of Brazil, between January and March 2018.

The SC used for this study has 14 surgical specialties
in ten operating rooms (ORs), including highly complex
(cardiac, thoracic, neurological, and transplants), elective,
and urgent surgeries. Small and ambulatory surgeries are
performed in another SC at the same hospital. During ser-
vice, there was no standardized routine to count needles,
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but a Standard Operating Procedure (SOP) was being imple-
mented. Even though the institution has a notification sys-
tem for adverse events (AE), counts that do not match are
rarely notified.

The surgical count protocol of the hospital where
the study was conducted includes measures that must be
taken to prevent the Retention of Surgical Items and is the
result of a project that implemented evidence-based nurs-
ing care called “Surgical count in open surgeries: a project
to implement evidence-based best practices.” This project
was developed in the Brazilian Center for Evidence-based
Healthcare: Joanna Briggs Institute Center of Excellence,
at the Nursing School of Universidade de Sdo Paulo
(EEUSP), designed to be used in the service of the study
site. The research preceded the implementation of the evi-
dence-based protocol in SC.

The study was based on interviews with the following
guiding question: “What is the importance of surgical count
protocols for patient safety?”.

The research included nursing technicians who worked
as OR circulating nurses on the data collection period for at
least six months and only during the day shift, given that the
unit does not perform elective surgeries on the night shift,
just the occasional urgent surgery.

The sample of technicians was intentional, and we esti-
mated the number of interviewees using the theoretical satu-
ration method’. Interviews were transcribed in full and read
exhaustively to identify units of analysis in the responses;
statement themes and types were compiled for each one of
them, combined in pre-categories, and distributed in a table
as new units of analysis were found’. Saturation occurred
when the interviews showed no new units of analysis’. This
table enabled us to determine the saturation or repetition of
data after 11 interviews (Table 1).

After identifying the theoretical saturation, we conducted
the Content Analysis proposed by Bardin®’. Researchers per-
formed the final categorization of responses based on the
stages of pre-analysis, material exploration, and treatment
of results, grouping data by semantic content similarity.
The previous process of identifying theoretical saturation
facilitated this analysis™*.

The first stage of the analysis consisted of formulating
a reproducible study protocol and elaborating a guiding
question and secondary ones of easy comprehension for the
participants. The second stage — development — comprised
the identification of theoretical saturation. The interviews
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were conducted ethically and respectfully, based on inter-
viewer-interviewee interaction. Since the first approach,
each participant knew all ethical aspects involved, that they
would remain anonymous, and that their answers would
not be submitted to their managers as a form of evalua-
tion. Interviews were recorded and transcribed in the same
week. The third stage - assessment of results — used the
researcher triangulation technique, conducted in this study
with two researchers present at the time of interview and
a different transcriber. Respondents revised the transcrip-
tions, which represented an important step in validating the
content collected. Subsequently, the two researchers who
conducted the interview reviewed the content collected
and categorization®.

Circulating nurses were approached for the interview
outside surgery time, after they finished the day proce-
dures, to not disturb their work. Responses were identi-
fied by the letter “E” followed by a number drawn by the
respondents, which did not reflect the order of interviews
(E1, E2, E3, and so on). This research complied with the
principles of Resolution No. 466/2012 of the National
Health Council. Data collection started only after consid-
eration and approval by the Research Ethics Committee
of the institution (Report No. 2,430.629/2017, CAAE:
79740517.10000.5208).

RESULTS

We interviewed 11 OR circulating nurses, four males and seven
females. Their mean age was 35.0819.3 years; they had an aver-
age of 10.03%4.21 years of SC experience and 3.8916.23 years
working in the SC of the study site. Five technicians had

degrees in Nursing and one in another area. Only three of
them worked on other services at the time of data collec-
tion. No technician reported having attended any continuing
education course in SC nursing or patient safety in the past
two years besides the training provided by the institution,
and only three declared having participated in events in the
area during this period.

Table 1 shows the theoretical saturation of interviews
that contributed to delimit the sample.

We present the responses below in two thematic cate-
gories: “Surgical count for patient safety” and “Flaws in the
surgical count protocol.”

Surgical count for patient safety

At first, one of the factors that stands out is the lack of knowl-
edge about surgical count. Most interviewees mentioned
only the count of sponges: “It’s the process of counting sponges”
(E1); “It’s counting instruments at the end of the surgery to know
if any of them are missing” (E5); “It’s when we count to see if no
sponges were left inside the patient” (E10).

Only two circulating nurses included the count of sharp
objects in the process: “Ithink we’re supposed to count everything
that we put on the table: sponges, gauzes, sharp objects, instruments,
everything” (E4); “To me, we’re supposed to count everything we
put on the field, and that can be left inside the patient: sponges,
needles, blades, clamps, everything” (E8).

Regarding the importance and purpose of the count, most
interviewees seem to understand the relevance that should
be attributed to the process due to the AE effect it can cause:
“It’s very important this thing of counting everything we use on
the patient, so we don’t forget anything inside” (E11); “We have
to count everything, because a sponge left inside is already a big

Table 1. Report on the theoretical saturation of interviews. Recife (PE), Brazil, 2018.

Statements about surgical count nnnnnnnnnmn
X X X X X X G I

Unawareness of sharp objects being counted
Identification of only sponges being counted
Technician’s role in the count

Responsibility of the scrub nurse

Purpose of the count

Importance of the count

Flaws in the count

X X X X X X X

Need for involvement of the team

X

39

Interviewee

Recurrence

9

X X X X X X X 9
X X X X X 6

X X X X X X X X 10
X X X X X X X 10
X X X X X X 8
X X X X X X X X 11
X X X X X X X 10

REV. SOBECC, SAO PAULO. JAN./MAR. 2019; 24(1): 37-42



GOMES ET, SANTOS ML, ARAUJO SSSL, ASSUNGAO MCT, PUSCHEL VAA

problem, imagine a clamp?” (E9); “People don’t care much about
this because it is rare to forget, but they have to understand that
if it happens, the damage is huge” (E10); “Imagine the mess: you
start to feel pain, a pain that nobody knows what it is and it ends
up being a sponge or a mosquito [Halsted forceps] that someone

forgot inside you?” (E1).
Flaws in the surgical count protocol

The retention of items at the end of the surgery appeared
in some responses as an aspect perhaps more common than
documented: “I've seen people forgetting sponges. I've seen it
about three times” (E2); “I saw a sponge that people had to open
to remove after years. I've never seen an instrument, but I've heard
stories” (E3);

I've many years of surgical center. I've seen everything.
The worst thing is that when they remove the sponge
left inside, which is rotten, they say that it was a sur-
gery to remove a foreign body, they don’t say what it
was not to compromise the team that did the surgery
and forgot it there (E7).

Responses also included near miss AEs, when circulating
nurses identified situations in which the count did not match

and, in a review of the field, the missing item was found:

He [the resident doctor working on instrumenta-
tion] insisted with me that the problem was mine, that
Thadn’t counted right, and that the missing sponge was
in the trash. I stood my ground and said that it was
inside the patient. The surgeon asked him to look all
over again in front of him. In the end, it was there, full
of blood. They were going to close it, and the sponge
would stay there, but I insisted, I was sure! (E7).

When they began to close the surgery site, I said that it
was missing. They said it was my count that was wrong
and that there was nothing there, that they were sure
there wasn’t anything left inside. I was firm with them.
I said that I had counted correctly and would write it
on the nursing and medical records. They scowled, but
checked anyway, opened a few stitches, stuck a hand
inside, and found it. It was so red that no one would
have seen it there in the back. I stayed silent. I didn’t
need to say anything. Later, one of them came to thank

me. The others remained silent (ES8).
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Circulating nurses declared that the scrub nurse was
responsible for the counting process, not them, but admit-
ted that the entire team should be involved: “I don’t think it’s
my responsibility, the person in instrumentation is responsible.
The person in instrumentation is the one who has to count things”
(E1); “I think that it’s the person in instrumentation who has to
count everything, you know? It’s not us. We just write everything
down to see if it matches later. How am I supposed to see if there
was anything left inside?” (E2);

“I think everyone is responsible. Because I, who am out of the
field, write down everything that I put on the table. The scrub nurse
needs to be organized and separate everything correctly. And the
surgeon has to look inside the cavity. If everyone does their work,
the patients reap the benefits, because nobody is going to forget any-
thing inside them” (E5).

Possible causes of flaws in the counting process came
up gradually over the discourse of all circulating nurses:
“I believe the problem is that some surgeons, in 2018, still have the
nerve to say that we don’t need to count sponges!” (E3); “To me,
we don’t count everything we should because nothing happens,
ever, when someone forgets something inside. If it did, everyone
would care” (E8);

“It’s very hard to write everything down and count
correctly when the team rushes to finish and pester us
to get things done faster. Sometimes, they start the sur-
gery without even waiting for us to empty the trash!
It’s hard to work like this” (E9).

“A lot of people don’t care. I'm not talking about surgeons
only, but other circulating nurses as well. Some people
think it’s all right not to count because it’s less work,
but it’s worse for the patient, and we have to do it, it’s
not to please anyone, it’s for the patient because it could
have been our mother or child in there” (E10).

Lastly, only two technicians identified surgical count as a
protocol to prevent accidents for the professionals involved:

“I think that we have to count everything, and sharp
objects are the least counted and the most important
for us. Because if the scrub nurse separated everything
correctly and we counted to ensure they are all in there,
there would be less chance of us being pierced while
removing dirty instruments at the end of surgery” (E11).
Once, a colleague was pierced while removing the
instruments. The scrub nurse said he had placed all
sharp objects on a small basin, but he hadn’t, one was
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out, and she hadn’t seen it. If they had counted, they’d
know that there was one missing in the basin, precisely
the one that pierced her!” (E8).

DISCUSSION

The responses indicate that professionals and health institutions
should invest in practice change, as most of them understand
or recognize the importance of surgical count for patients.
In their responses, circulating nurses showed no concern for
the financial aspect involved, given that many instruments
can be lost in the fields or the trash if not counted. Most of
them expressed, in some way, concern and understanding
that surgical count is important for patient safety.

Currently, the manual count is predominant, and some
studies reveal that needles are the least counted item’'?.
Circulating nurses identified risk in removing sharp objects
from the operative field and that counting them could pre-
vent accidents. Professionals did not report knowing alter-
natives to the manual count in their interviews, but several
centers use bar codes to count instruments®'*.

Standardized procedures to prevent the Retention of
Surgical Items (RSI) involve at least two moments and two
professionals. Two members of the surgical team, one inside
the operative field and one outside, count the items imme-
diately after they are placed on the sterile field and count
them again at the end of surgery before the patient leaves
the OR'. If the count at the end does not match the one of
items provided, the team cannot ensure patient safety and
must take an x-ray as soon as possible®'***. Every discrep-
ant count should be settled before the patient leaves the
OR"**!_ Circulating nurses must understand the impor-
tance of their role not only in recording the items provided
in the operative field but also in drawing the attention of
the team for the count. More than one person, besides
the circulating nurse, should do the recount and the nurse
must be present to participate, writing down the count
that does not match as an AE and taking safety measures
for the patient'.

No interviewee mentioned the WHO objectives for safe
surgeries, evidence, or references that justify the practice,
only an empirical knowledge and ethical reflection on the
impact of the retention of surgical items.

The Joanna Briggs Institute (JBI), an Australian institution
committed to producing, disseminating, and implementing
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evidence-based clinical practice worldwide, has organized
the best practices in surgical count for OR. In a recent evi-
dence summary based on systematic literature reviews and
evidence, JBI included results from well-designed studies
to be considered as a high level of evidence, indicating the
best practices recommended in the topic Operating Room:
Surgical Counts'.

The document reveals the persistence of RSI and sur-
gical count errors, leading to a high priority in developing
more effective standardized count procedures. Automated
processes to count and use sponges marked in surgery show
strong evidence of a decrease in count errors and RSI. JBI
reinforces the need to introduce a new practice, protocol, or
technology followed by good training'.

Circulating nurses did not mention the possibility of
using x-rays to prevent RSI. Routine X-rays in the intraoper-
ative period of high-risk surgeries can be a useful measuring
instrument to reduce the incidence of RSI"**'>*.,

The multidisciplinary approach of the surgical team should
emphasize the responsibility of preventing RSI. Training
of the surgical team, standardized surgical count, formal
review of all stages when the count does not match at the
end, and an organizational policy to prevent RSI are some
initiatives recommended to reduce the number of discrep-
ant counts">**'%121¢1° "The surgical team must understand
and respect the time to prepare the OR and to implement
the security protocol correctly"'*'¢".

FINAL CONSIDERATIONS

The study showed that circulating nurses recognize the impor-
tance of surgical count. However, we identified the need to
strengthen the protocol with permanent and continuing edu-
cation actions so the professionals can understand the extent
and impact of this practice on patient safety.

Investments in the permanent training of the entire surgical
team are necessary, with systematic evaluation and monitor-
ing of the criteria used — through an audit —, according to the
recommendation of scientific evidence-based best practices.

A limitation of the study was assessing the reality of only
one center and not investigating factors related to the lack of
knowledge and other barriers that contribute to the non-com-
pliance with the criteria described in the literature on the best
evidence about the theme. Further studies should validate
strategies to implement best practices in surgical count that
stimulate the adherence of all surgical team.
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