Retained vaginal swabs —
The single most commonly retained item in UK healthcare

2012-22

A vision to try ‘Design out’ the error NHS England
numbers 2012-22

Get it as low as reasonably possible

With Human Factors- Ergonomics

Slides 19-24 contains information about iCount system in different settings
iCount



A real story

* Sheila (name changed)- first-time mum
Gave birth to a lovely baby boy by forceps birth

« Had severe ﬁain and foul-smelling discharge for
days after birt

« Saw GP and midwife twice

* Brought in as an emergency with Sepsis
* Found to have a retained vaginal swab
* Pelvic infection

« Admitted in Intensive Care for a month
* Problems continued for a long time

* The registrar involved left the specialty.  Midwife took
early retirement



Facts of interest

Swabs are the single most
common item retained —
vaginal swabs commonest

(UK) 4
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The hindsight documentation always looks perfect.. Like here, where a swab had been retained

E=NECNENLY
\L a
| No. of Babias: 1 | Booking BMI: 27.29 | Current BMI: 27.29 | Blood Group: AB+ | Hb at 27+1: 12.19/dL | PN 15wks, Od | Current Cara: PCC
St s La bDur and Bi rth Labour Assessment  Labour and Bith ~ PPH
Pregnancy Summary : -
; ‘ lui i i i
Notes During Pregnancy Ssummary = Labour Onset = Partogram = Fluid Balance = First Stage = Second Stage = Birth  Third Stage = Baby
Fetal Medicine -
Th | I'd Stage Motes: w Add new note v
LabourandBith s
Postnatal . -
| Notes recorded (Y RABARRSIBSSSSRRSSURSINISNS.
Third Stage
Full Notes (Woman) . A
Date/time placenta birthed RGN
Social Placental birth method  Controlled Cord v Swab and Needle Check ot SN ERR
: : Traction
Anaesthetic Summary SWAB, NEEDLE, TAMPON AND INSTRUMENT COUNT
PRI Sppsatanch PR Date and Time Recorded ANMNNNNERE-22:20
i I I [ £2i3Y,
Perinatal Mental Health Placental completeness  Apparently Complete . ! :
= W ) Type of Pack Suturing
Clinical Narrative Baby cord vessels 3 WHO checklist completed Yes
Task List ERRRiy No Pack Number 0
o Tear 2"‘? DEQI'EE Tear - Pack complete following usage Yes
Pem.'neal n'xuscles out Size of swabs Medium
= Baby 1 not ‘mvolvmg the anal Suabsdnons chacked by
Overview : sphincter, Number of Pre Repair Swabs Used
Summary of Care Blood Loss (first 24h) 300 mi Number of Post Repair Swabs Used §
TC/PNW Care PPH . No mber of Swab Recovered 5
Full Notes (Baby 1) Observations Swabs Checked By
s 5 : q&by
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Culture change - ‘systems thinking’ approach for V

reliability and resilience USRI e T
multifactorial, and staff are

accountable. But...
How do we make it easier for staff to
do the right thing?

Be more careful ! 1. Human Factors Analysis

Counts are the midwife’s or
doctor’s job.
If a swab is retained, they
have not followed policy. P kSl
It's their fault ! ; e o , * Adoption sites
s 0 A8 ‘ R * Training package

2. Mapping action needed

* Engaging stakeholders

* Champions

* Measuring impact —

Staff confidence

Near misses

Electronic medical records

Retention incidents



Our Collaborators and Supporters

It started as a standard QI project and our )

team expanded e T
ABHI Innovate

One of the team members went back to University s P UK
(Loughborough) to do a qualification in human o NIHR | sreiemes
factors- Ergonomics and Patient Safety _ad % ——

Theatre operating department practitioners WOLVERFAMPTON ;
: WY : : 4 SIRC . (0 e
Psychologists — Keele University Biomedical engineers 4G4 SIRC l
i » S Barker Brette]l
8 e e intellectual Proper

Design engineers




Why ?

 Difficult to visualise

« Swabs look like body
organs

 High pressure
situations

« Competing priorities
» Long shifts




Unpredictability, complex and dynamic nature of work ,  Fatigue can affect the clarity of the task



in

understanding the system

SEIPS 2.0 framework used to map the counts process - traditional/iCount embedded within \/

Tools and Technology

- Swabs held together with a red string

procedure packs OR separate packs

-Whiteboard for documenting count
pre- and post-procedure
-Obstetric information system

available on handheld iPads

Count docking device and swabs +/-
software to integrate with electronic

medical records

-

experience,
workload,
time of the
day

—

J Anaesthetists

Tas kS Midwife coordinator

Get procedure pack/ swab packs in
preparation for vaginal birth.

- 2 person checking count,

- Whiteboard documentation before
and after.

- With iCount - check all plugged in
(+/- computer vision bar-code check
on pack).

check and upload to electronic
records

™ Patient

Environment
Labour room

- Limited space for patient, family
members, baby resuscitaire

- Labour is dynamic and unpredictable
-Additional equipment may be brought
into room

(e.g. assisted birth with forceps)

-Delivery suite may be noisy and
distracting

-Theatre : Patient may be transferred
there with swab in situ (in the vagina)

—_—

—

—
Team: Midwives, Maternity Support Workers
Obstetricians (postgraduate doctors and Consultants)

S

—

e Orga

rganisation

Providing strategic leadership
and management:
- Policies - LocSSIP*

- Resources required for a safe
count practice

- Staff rosters, shift patterns and
staff numbers for safe working

- Good work culture

Processes
Physical-Cognitive-Social

Vaginal birth

- Collaborative work

- Indirect involvement - patients/
carers

Traditional Swab Count process -
Person conducting delivery/perineal
repair.

Counter-check done by assistant

(not an independent check).
Whiteboard documentation done by
assistant

iCount-

Visual reminder - physical checklist.
Reminder for staff

Computer vision check of count tally
(optional)

Software integrated with electronic
medical records recognise and allow
completion of birth episode.

iCount
Outcomes

Reduction in retained
swabs positively affects
patients, staff and
organisation:

Proximal outcomes -
safer births,
collaboration,
safety culture

Distal Outcomes -

Patient experience, trust,

Team job satisfaction
Optimal Key performance,
lower litigation,

high reputation

long-term cost-saving

External environment: Retained swab classed as a
patient safety incident — never event. -National
Safety Standards of Invasive Procedures

(NatSSIPS 2),
-Postnatal care guidelines,
-Funding, procurement policies

*LocSSIP-
local safety
standards in
invasive
procedures

SEIPS — System Engineering for patient safety —



Hierarchical Task Analysis (HTA) with some cognitive steps of swab count in birth room/area where vaginal childbirth takes
place. Patient remains in labour room. Collaborative two-person task to understand 'work as done'

/ TASK: Count swabs and /~ GOAL : To check that number of swabs/surgical * / Precondition: -
surgical tampons P [ tampons before, and after the task is the same and ;?g;"::g::usrgt::g&
ensure that none are retained in the patient 4 . with swabs
Assistant. The person conducting vaginal delivery-
. Second checker - P2 2L
3"' Midwife/ maternity support worker ] B E AT

(Consultant/postgraduate trainee)
PERSONS

Open procedure pack with swabs OR

Open procedure pack with swabs +/- tampon
procedure pack and swab pack for P1

OR procedure pack and swab pack

!

Remove red tag which keeps swabs together

!

Seperate swabs

!

Count aloud showing tails and X-ray strip on
each swab/tampon
PRE- PROCEDURE COUNT

2

Pre- procedure count

Observe count done by P1 and document
on whiteboard

Other labour rooms may
need decision making and
P1 may be asked to go
there or give opinion

Conduct vaginal birth - normal delivery/Forceps/Ventouse

Assist with each of

g .~ 3) Keep ™\
the tasks 1-10 /" 2)Ensure Y aneyeon \

adequate pain electronic fetal \|\an episiotomy
relief monitoring/assess

-~ B)Assess
whether
neonatologist is

/’7) Clamp\\
and cut the

6) Deliver
the baby

“8)Hand
Supporting tasks: - fetal well being jeeced cord the baby to )
e.g. call Z 1) — \ mum or
neonatologist, Communicate “9)Deliver P2
administer with the patient the placenta
syntometrine and family A

/11) Assess need"\ n::g?'\i/(\c?rsglsesezrnd
E (for perineal repair) 9
Observe count done by P1 and document \
on whiteboard

PROCEDURE

Seperate swabs '

2
/  If blood loss
measurement is
needed

Observe count done by P1 and document - TT T

Count aloud showing tails and X-ray strip on
on whiteboard

each swab/tampon

7 Weigh post N\
procedure
swabs

/" Weigh dry Y
( swab pack )

/ N\
Calculate
blood loss

Dispose swabs e e e e e e e e e m e m s - s = Dispose swabs

POST- PROCEDURE COUNT

Patient may need
perineal suturing
which will need
another procedure
pack and set of swabs

Team may need to change if
large tear or other compliactions
and senior doctor/consultant
may be needed




ACCIMAP- incident of retained swab after forceps delivery in labour room

Desién of
systems and
devices

Understanding of
multifactorial causation of
safety incidents

Systematic accident investigation
prior to HSIB has never been
done in UK healthcare

Need for
Improvement in :

Safety

External Strategy

Need for
Improvement in :

trade-off between Staffing challenae
productivity and safety =lilale ges

Organisational
oversight by a lead safety officer

éanisational Ownership of safety incidents an

Long hours
' Lack of a device or system which validates

counts objectively with a feedback mechanism -‘

Distractions handovers at
particular times of
the day

|
-

‘ 1 [ Too many
L

Multiple
simultaneous tasks
requiring urgent
action

Job/work '
Unpredictable

nature of work

like a physical checklist

In this case, the obstetrician r\"‘*ﬁ\f-&l Interruptions
registrar was called away to |

another emergency and the
perineal suture was delegated

to another doctor

/ A

|

Cognitive overload Onus of correct counts on

humans counting in pairs

Individual Anxiety of time pressures

Physical

Reliance on
people
counting ,which
is prone to error

\

/ Labour rooms are small and \
‘ contain equipment such as fetal a
{ motors, baby resuscitaire as well as |
g(‘\ space for the birth partner /
/
‘ 4

lack of swab conspicuity

i.e. swabs and tails look

like tissues when soaked
in blood

Cluttered trolley :
Expected to be normal delivery
needs forceps delivery and then

needs perineal suturing

Lack of a device or
system which validates
counts objectively

Environmental

|

. Distractions

Ambient Noise

Interruptions

V-

Labour rooms can be (

kept dark for patient \
comfort N

theatre where the environment

J——
—

Patient may be transferred to /

} Gowns and face masks affecting
hearing and visual acquity

and team are different /
>

Outcomes

( Pain — .
— - SR
~ " Morbidity,

—

P N = 7:, o~
(_risk of infection ~ \

— 4
< psychological- affects bonding ' ¢

S

_urinary retention > \

Patient
harm

\

\

/ Mortality \
rarely |/

" Staff sickness |
Morale
Attrition

Adverse
publicity

p.. B

’ Litigation

/
/




Main Causative and contributory factors

* Swabs change shape and colour, can
become sticky and look like body
organs

* Confirmation bias during 2-person counts

* Change in the team either within the
labour room or if the patient is transferred
to theatre

Contributory :

 Competing task priorities
* Inadequate staff

* Environmental factors- ambient noise,

low light conditions, masks, gowns A

iCount



Two sides of the coin working together

Encouraging

Human Behaviour LS Desigh and System Engineering
LY

- Policies and Design solution :
Procedures Aim- Task aid which acts as a counter
- Training S _ .
- minimising the risk of retention.
- Civility
- Situational Identify design specifications
awareness User-centric Design
- Teamwork

Design- Build — Test iterative cycles
- Communication

v/

iCount



HSSIB investigation (2019 report) icgﬁ,t
Intervention effectiveness hierarchy

MOST ' Remove tampons from maternity environment PHYSICALLY
EFFECTIVE (does not solve retained swab issue) REMOVE THE
HAZARD
» Design a swab/tampon which is easier to detect it is in-situ,
eg pre-attached clips, long tails, tails that do not turn red T
* Design swab that is easier to find if detected it is missing eg x-ray strip HAZARD
* X-ray all patients before discharge (impractical and potentially unsafe)
* Radiofrequency tagging * Bar coding
* Remove tampon at start of procedure ISOLATE
(does not remove retained swab risk) RO S
THE HAZARD
+ Counting swabs/tampons, writing in notes, swab count boards,
: p - CHANGE THE
count trays, improve handover, guidance, policy WAY PEOPLE
* Suturing technique which removes requirement to WORK
insert swab/tampon

LEAST
EFFECTIVE



Design specifications for surgical-swab counter

Must haves :

Act as flags (signifiers) for each swab

Be able to separate each swab

Show the correlation between how many in and how many out

Count in 5s for count-out similar to count-in

Keep task in the sterile field (to avoid communication and transcription errors)

Low cost

Empowering the clinician with a device that acts like a physical checklist in sterile space

Nice to have :

Help with disposal

Integration with electronic medical records

Reusable ? (only possible if Sterilisation services department can ensure devices match number of swabs)

iCount



Real-life example of design intervention NV
iCount

e Cash machines were first introduced, r ‘ - -

* No prompt to remove the card first
before dispensing cash

(3,7 Scotiabank

[t

* Thousands of cards got left in & i =

|

* The software was changed to have a
prompt. ﬂ

* Cash would not be dispensed unless the
card was removed.

* That stopped people leaving the card




Ten key steps to desngn work better

3 high fidelity simulations, usability by NIHR MD-Tec,
University hospitals, Birmingham

easy- to -use |

4 in-hospital simulations and usability testing

18 design iterations with cycles of user feedback

Involve the
whole team

Ea
Make it easy ™
to follow

["‘J—ﬂ

Put it into ™ Keep it
practice under review

FAIL OFTEN

Test it out Tram people

v/

iCount




iCount Clip system for large tailed swabs
(vaginal births)

-

Sterile swab Docking Clip — simple design

|:| See swabs clearly and Count them
accurately — A physical checklist

D Patents ‘granted’ status in UK, Europe, USA,
China and Australia

Q@ Use swab =2 @ Dock swab v Confirm
count

l

take photo for electronic records and audit (optional)




iCount™ in vaginal births Workflow: Counting & Reconciliation
Physical components :

- iCount clips for tailed swabs within
sterile procedure packs with
numbers co-ordinated with number
of swabs

- Additional swabs used can be
supplied as a swab — iCount clip pack

- iPad/tablet for taking the photo for a

robust audit trail/
Or using computer vision app(still being

refined)




4 N

1. Staff
Preparation
Sensitisation,
engagement
& training

. /

-

In-count as

can be used

.

2. Pre-op Count

standard or clip

~

/

/3. During
Procedure

Swabs—>
Clips

Additional
swabs -
Swab-clip
pack

N

~

Reconciliation
Empty slot =
Count

incomplete

- /

NO EMPTY SLOTS =
COUNT COMPLETE

v

Electronic Record
Swab Count

6. Audit trail-
Digital
Verification
Photo/
Computer
Vision
verification
with real-

time alerts
o /

iCount™ in vaginal births Workflow: Counting & Reconciliation

-

o

5. Only
dispose

with iCount

clip

~

/' biscrepency \

v

Action

Follow SOP
Searchin the
vagina + room
EUA -

Q(ray-CT /




* Click here - Link to IFU video

For maternity — vaginal birth
settings


https://youtu.be/1-NL-y-dR08
https://youtu.be/1-NL-y-dR08
https://youtu.be/1-NL-y-dR08
https://youtu.be/1-NL-y-dR08

iCount™ draft Colposcopy Workflow

(development after 9t June‘26 meeting for further iterative and adaptive work):

/

1. Staff

Preparation

Sensitisation,
engagement
& training

\

~

J

.

2. Pre-
procedure
Count

Manual
count
Record
in-count and
running
count

/

Counting & Reconciliation

3.During Procedure
Small swabs balls -
Trays

We are confident
that your

provider can
provide 5 swab balls
and a tray together
in a combined pack
as they are likely to
be one of our

\partners

W

4. Visual Check

Empty slot is a
visual signifier

Count
incomplete

NO EMPTY SLOTS = COUNT COMPLETE v/

-

4 N

5. Reconciliation )
Count trays
against in-count

. /

o

7. Discrepency
Follow SOP — Search —surgical
sweep- — further steps

~

6. Audit trail/
Photo —

?? Opportunity for
photo — Only if
feasible within
colposcopy
electronic database

/




iCount in Surgery * Simple Design

Click here - Link to iCount in Surgery - Operating rooms e Acts as a physical checklist
Explainer

* Clips for tailed swabs
* Trays for small swabs

* Included within sterile procedure
packs and if needed, additional packs

* Count is complete when all
O docked in. No empty slots seen

Post-Op Count

* Optional Computer vision-Al
verifies count and integrates with

@ ADstecton compite Electronic Medical Records (still

o Suifvertcason being developed to improve

accuracy) v

iCount



https://youtu.be/aCMjXx1eKEs
https://youtu.be/aCMjXx1eKEs
https://youtu.be/aCMjXx1eKEs
https://youtu.be/aCMjXx1eKEs
https://youtu.be/aCMjXx1eKEs
https://youtu.be/aCMjXx1eKEs

iCount™ in Operating Theatres- Surgical Workflow Counting & Reconciliation

-

1. Staff

~

Preparation

Sensitisation,
engagement
& training

o

/

Manual count

Record
in-count and
running count
on
Whiteboard/

QV App

/z. Pre-op Count\

/3. During
Procedure
Tailed

~

swabs—> Clips

Small
swabs—>

/

Qrays

/

4 I
4.Visual Check
Empty slot =
Count
incomplete

o j

5. Reconciliation
Count trays & clips
against in-count

o

~

j

NO EMPTY SLOTS = COUNT COMPLETE v/

First Adopter sites EHR to store a photographic swab-count reconciliation audit

record OR

Computer vision-Al digitally verified swab-count reconciliation record?

7. Discrepency

Follow SOP — Search —surgical
sweep- Xray — further steps

6. Audit trail/
Photo - Arrange
trays and clips with
docked swabs on a
separate trolley
and take photo
And of whiteboard
(if possible)

Digital Verification
Computer Vision
verification

with real-time

Qlerts /




Environmental Impact of iCount 35
Life cycle analysis by Clean Atmos international

& carbon Reduction ‘ Water Savings
~18% lower emissions per procedure ~45% reduction in water use
~ 0.17 kg CO,, saved per case =~ 368 litres saved per case
1,000 procedures = ~174 kg CO, 1,000 procedures = ~368,000 litres saved
saved

ﬂ That’s ~4-5 bathtubs of water saved per patient

A safer swab system with measurable sustainability impact
aligned with NHS Net Zero goals

\N A

T4 A
\v\w 7/o



INHS|

Oxford University Hospitals
NHS Foundation Trust

Following our discussion: two potential high priority areas:

Potential iCount

Area Current issue .
adaptation

iCount clip in procedure

Maternity Tailed swabs pack and with individual
packs of 5 swabs

Loose swab balls _ .
Could all swabs be Combined offering: Pack

Y
Colposcopy <tandardised into frfai swab balls + iCount

packs of 5 ?

Our partners now - Unisurge and Others have a good presence in these areas of practice



We cannot change human nature
(We all make mistakes),

~ but we can change the conditions
~ under which people operate to make
S W 5 mistakes less likely,
N e | easier to detect, and

easier to correct.

-Prof James Reason

iCount






Questions for the hospital

O ©

CURRENT SYSTEM FOR HAS SEIPS BEEN MAPPED WHICH PROCEDURE PACKS WHICH SWABS DO YOU VIEWS ABOUT SYSTEM INTENTION TO PILOT AND
MANAGING COUNTS ? OUT LOCALLY AND DO YOU USE? USE AND FOR WHICH AND DESIGN SOLUTIONS ? PROVIDE FEEDBACK ?
WHAT ARE AREAS OF SETTINGS?
PRIORITY ?

iCount



Assessing and Improving Human Reliability and System Resilience

Bow-tie analysis of traditional swab count in maternity

-Policy for correct
count (LocSSIP/
NatSSIP)

-Training and education

==

kindependent check)
; 2

2 person checking
count (non-

(-Threat 1:Not W

’ doing swab

\_ count _J
r Threat 2 : W
Doing a 7
\_ miscount ) P \
' Assistant
whiteboard
check - pre
e procedure
Human control

d Organisational control

v
Assistant
Vaginal Swab whiteboard
that has been check -
inserted is not post-
removed procedure

T -

AT

Retained

\_ =
swab

If patient has

/2 person checking

count post
procedure
Unon-independent)

symptoms -
pain, vaginal
discharge, fever-
clinicians
perform vaginal

Top event

exam to detect
swab

\/

Consequence - retained swab

\/

v/

iCount



Assessing and Improving Human Reliability and System Resilience

Bow-tie analysis of iCount - swab count

- Count Poli ’
NatSSIP 2) non-independen ther:-on p whiteboard
: checking coun
-Training- . check) ) Vaginal Swab {Count docking clip . g p check
education ) : that has been Visual cue bl post procedure post-
. __/ ~ iCount docking clip- H inserted is not ¢ (non- procedure
visual cue about status of o status oTCRREY independent
count. Can be used to dock
f Thn swabs pre-procedure with
eat 1 Not
photo
doing swab g

_ count < 1 Retained |

swab e —
(— Threat 2 : \
’ Doing a I )
i t 7 8 Patient has
\_  Mmiscount )
= - [\ . \ Computer vision scan symptoms -
l Ass_lstant records post-procedure count Pain, vaginal
Manual entry/Barcode scan v«:‘h|t:board Electronic Records integration discharge, fever.
swab/procedure pack for chee ‘; pre Software prompts user Clinicians perform
Pre-procedure count procedure till count tallies ’ vaginal exam
Entry into Electronic Medical L' \/ to detect swab
Records \
SS=E g N
b Human control k Engineered but still dependent on some human actions to function correctly
__

—

—— iCount
K )) Organisational control k/ Engineered forced function (less human dependent)
-

Consequence - retained swab



Health Economic Analysis by York Health Economic Consortium — presented at a
World Congress Health Economics Conference

Health Cost- q model for an
device for pi of ly retain
surgical Items(swabs)

Dr Adei Desat®, Samued Harper 2,0r Kiran Desa#® & joyce Craig? ?@ \'YHEC u

1. Bureks Investions. Med IC4, University of Keee, STS SNL, UK. ook .

IR oo roser o e o | Consequence of retained swab Impact
Populstion Women undengoing vginal Sbth, Aternatie population of

In UK, retained ywats after vagine! birth and perines! suturirg eve chinaed people urdengoiry sbdominad sargery svailabie in the model

a3 “Newer events.] Retabned waginal swabn have accounted for smund 30% Irtervection |ount device system with surpcal swebn/surpicel tampen

thmt:_:::m:g%:: e 4 e i e 2 52 Additional examinations Patient burden

of tust in the healthcars systam 3 = R Rt =

SEUIIINRTISIIS T e—— Additional imaging Cost

death fom . A retalned sweb Is & “Never evert” usder the OO | T
Policy [Department of Health, 2013 .
|Amuu.=¢n-dmu-uu.un-

I I I I e, e[S Investigation under PSIRF Staff time
gﬁ%ﬁmﬁ | == = Possible readmission Cost + harm

e ——— o -
ety et et L et 2 e, Litigation risk Financial exposure
supperts manusl courting and complements starderd protocol, BN for the coats of drugps
PR e A W & S A Wi i i ‘-"""""""‘”"’""“’"“",Lm‘:,.:'f:,.,'

Rl B Reputation impact Organisational risk
e ea —

Cout comseguence analysis [CCA) is & type of which modFled to repreent ‘ - H ..;——_'-' o

e 0303 & wide renge of coats and of the n e | form ———

includes alltypes of effects Inchiding heath non-heslth negstie ard s mems T ey & |

pealtive effects of patients end cther perties ghvirg dechion-maken o wvent lads t Total Direct

comprebmasive surmmary of the costs end effects. =T par penas shown

Advantages: = the Dbl nd gragh

Sirgle broken-down |dsagpregated) summary of costs end efects of the | |

device. inchides o broader renge of effects than cther ssahyse, such as SR et

user experience end comvenience of cae i o taad 20

Disadvastage a0 sarly moded. The an N5 and

may be lexs geroralable Because the cholce of relevent covts end effects  30% NSt CaRtLre cort BIrma by the Satient e pemonad lagal c2e. ¥ ako smame

and the weighting attached %o them Is ofien comtest-specfic At thece 3% 70 konger term IIRA 1ech m rertal heakh diceden Succmful
tave rot

igacion chamn
References SIS ———
l. NHS Ragiand. Never Bns Liwt 20802016,

e g Al MNTaed 3l OCA helps decidon maker usderstend how ICourt comperes to standand
3 h-.l-‘un.h—'-nn-.nmm-—?a-w—n carn for eech indvideal cout and effect component by understanding

I price for WS ks ot lemst
MH(QM £29.50, Az Kount would Bhely cont lexser, it offers significant cost sevings.
R __ Hiranty Yhe CCA helps to refine sconormic methods, identiy relevent costs,
of cootred a Iypcthases for defin P
ERRE TP ph————

tudies. 1t will help 1o focus further health economk evelsation.
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event, Vigg ol swabn are the maat common retahed kereign cbject

Jutiflabile price
for bowakeven for

NHS
ThellPa
pomey (v 1]

reporied and the sangcal swets, the second moat commen. = ol 52 0 e 'vln e v e

' m The unt cas inchuded within the made! were taken from

ratione datadez, inchudg:
LS for the conts of cortact with warfous heaktheare providen

Swibs e anchornd by thelr lapen lsto the device before and dher

procedares, crealiny o (hibie, courable erey, Ihe dodury mechanbm Natonel Schedule of NS conts for appoletments In secondaey care

supperts manu courting and complements tardard pretocol,

N for the ceats of drup
“Litipution couts ave based on data provided In response bo o freedom of

febeforcing cout Sdebty with o iysieal chedkt’. The wm & to araure Ifrmaton gques (O refrence runder 152 NSLA a0 o)

that ol ywabn are returned and not retaked ba the petient. Kourt s ¢

docking device wacharing f the swabs, theseby making |t extremely

urdfizly to leeve & swab behind. ThE macel wat proeming
e 2 %00 group of

Cost Consequence Analysis(CCA)  [iitiomne

modlid to
Cant coenquance s [CA) o tyowof e vt whih ™ "'":.
waseases § whde renge of corts and consequences of the Intervertion. || ety s rh
Includes oll types of effects nchading health non-health neyutive and W plting T et
peakive effects of petients ind cther perties pving dechionmeken s vt iaads 1 Total it
comprehmnsive summary of the costs nd effects. @b por panor thown
Mmqg In the bk md praph

Vo

I
t
sh.

Cord bnsbdoa

— AL

Potential Economic Benefits

*Reduction in retained swab investigations
*Reduction in clinical time spent on
discrepancy resolution

*Reduced risk of litigation and harm

Independent cost-consequence analysis performed by York Health
Economics Consortium identified positive economic value at NHS
pricing levels.

Preventing even a single retained swab incident may avoid
substantial investigation costs, additional treatment, patient harm and
reputational impact.



Questions
by
hospitals

Is there a plan for having a tampon along with the swabs in the device ?

We are also able to provide a 6-slot iCount version in the procedure pack OR
as standalone sterile pack for 5 swabs and 1 tampon

How will training happen ?

Video has been developed, and we continue to invite any further
development from stakeholders

In vaginal births (labour wards) most swabs (95%) are tailed but we do use non-tailed
ones in certain settings

System Engineering and human factors science recommend standardisation. Our
human factors work suggests that most users prefer medium-sized tailed swabs for
births and suturing




How is the surgical swab problem different
from the vaginal swab problem + design ?

Surgical Size and tailed/non-tailed — maternity are all 30x30 and tailed typically.
Most maternity users prefer 22cm x22cm tailed swabs as per our extensive usability studies

Counting more differently complex in surgery — done several times in the procedure and many more swabs
may be needed to be opened at different times.

However, there are more team members and better environment —theatre is bigger than delivery rooms.
Light is better. Lesser distractions and interruptions.

In surgery - Small swabs without tails are also used

There is part 2 presentation for human factors analysis of swabs retained in surgery and more system and design
solutions if you are interested!




Surgical swabs and tampons used
in maternity: What, How, and |
Why they are retained G,*,i

Human Factors Analysis of the Socio-technical System

e SEIPS — System Engineering in Patient Safety
* Hierarchical task analysis
e Accident investigation analysis - AcciMap
* Reliability analysis —fault tree, bow-tie analysis

e Derive causative and contributory factors

v/

iCount



For more Info Please visit
www.icountcorrect.com
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