Prevention of Unintentionally Retained Objects Through a Count
Resolution Pathway
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The Results/Progress to Date pathway institution

Count Safety Checklist (Pilot Tool) Patient Name and MRN:

Lessons Learned
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o Search back table and surrounding field

o Organize all countables on back table to insure ease in viewing

C ale with all members of the team

Structured communication results in a more effective response to resolving
count issues

» Object recognition is essential for successful recognition of retained objects
Multidisciplinary standardization of practices is critical
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Next Steps/What Should Happen Next:
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