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At a Glance 

Ochsner Health System in Louisiana, one of the nation’s premier teaching institutions and most 
integrated healthcare delivery networks, adopted the SurgiCount Safety-Sponge System in late 
2011, rolling it out quickly across operating rooms in eight hospitals. 

The system is made up of three components – the SurgiCounter™, Safety-Sponges® and 
SurgiCount360™ – what works together to help Ochsner’s peri-operative nurses and surgical 
technologists perform accurate, real-time sponge counts in the operating room and provide OR 
directors with evidence-based postoperative reports.  The system has successfully accounted for 
hundreds of thousands of sponges and has reduced the incidence of retained surgical sponges – 
one of the “never events” as defined by the National Quality Forum. 

SurgiCount has enabled Ochsner to realize net savings by eliminating the medical and legal costs 
associated with these highly preventable events. 

 

 

 

 

 

 

 

 

 



The Organization 

Ochsner Health System is southeast 
Louisiana’s largest non-profit, academic, 
multi-specialty healthcare delivery 
system, with eight hospitals and 39 health 
centers.  A leading center of medical 
research, it is also one of the largest non-
university-based physician training 
centers in the nation, with more than 500 
residents, 600 medical students and 400 
allied health students.  The system has 
more than 13,000 employees and 850 
physicians in 90 medical specialties and 
subspecialties.  Ochsner has achieved 
Magnet Nursing Services recognition. 

Its flagship teaching hospital, 482-bed 
Ochsner Medical Center in New Orleans, 
is the only Louisiana hospital recognized 
by U.S. News and World Report as a “Best 
Hospital” across 11 specialty categories 
and is ranked nationally in eight adult 
specialties.  It is also one of the nation’s 
100 Top Hospitals in Thompson Reuters’ 
National Benchmark Study.  It had 34,179 
admissions in the most recent year 
reported and performed 8,698 annual 
inpatient and 13,961 outpatient surgeries. 

 

The Challenge 

Performing more than 50,000 surgical 
procedures annually, Ochsner Health 
System had several incidents of retained 
surgical sponges over a period of a few 
years.  The turning point was a serious 
event in 2011 involving a lap sponge.  “It 
was one of those events where you just 
stood back and said, ‘We just can’t let this 
happen ever again,’ ” said Mark French, 
Chief Operating Officer of Ochsner 
Medical Center.  “It was even further 
troubling in that it occurred after all the 
appropriate things had even been done; 
staff had done the manual count, they had 
gone through their processes, and we still 
ended up leaving a lap sponge behind in a 
patient.” 

The surgical teams at Ochsner follow the 
guidelines for sponge counting 
established by the Associateion of peri-
Operative Registered Nurses.  The 
surgical technologist and circulating 
nurse are responsible for the traditional 
manual count.  The sponges are counted 
audibly and visually prior to the 
procedure to establish a baseline and the 
used sponges are stored in pocketed 
sponge bags for final counts, said Kay 
Findley, RN, CNOR, a perioperative nurse 
at Ochsner Medical Center.  Counts are 
confirmed prior to skin closure and at 
time of relief of either staff member 
responsible for the count. 

 

 

 



Unreconciled counts don’t happen often 
and usually occur after a complex case, 
emergent case or a procedure with an 
obese patient.  If the count is wrong, an X-
ray is taken to see if a radiopaque-tagged 
sponge can be found in the patient.  
“Often, a missing sponge is found quite a 
long time later in some obscure corner of 
the room, and you really wonder how it 
got there,” Findley said. 

In each case of retained sponge, the 
manual count was always “correct,” said 
Joseph E. Bisordi, MD, FACP, Executive 
Vice President and Chief Medical Officer 
at Ochsner Health System.  “The sponge is 
really a piece of gauze that is very easy to 
lose in the middle of an operating field 
when there are a lot of things happening.” 

Following a retained sponge confirmed on 
X-ray, clinicians must perform a second 
procedure to remove the sponge.  But 
having an incorrect “correct” count often 
means the second surgery is not 
immediate and may only occur weeks or 
even months later, when the gauze has 
attached itself to surrounding tissue, 
often producing considerable pain and 
discomfort to a patient, said Jeffrey 
Ashford, MSN, RN, CNOR, Director of 
Surgery at Ochsner Medical Center.  With 
Medicare, Medicaid and private payers all 
refusing to reimburse for the added cost 
of treating a retained sponge and its 
aftermath, any hospital is going to absorb 
the cost of the second surgery, he said. 

Along with the treatment costs come the 
far greater expense associated with 
malpractice indemnity payouts and legal 
fees, which have typically run into the 

range of a few hundred thousand dollars, 
Dr. Bisordi said. 

When a hospital has a retained sponge, it 
is about more than who is at fault or who 
pays, Ashford said.  “It’s an indicator that 
the process we had in place was not a fail-
safe process.  That’s where technology 
gives us that peace of mind, that not only 
is a manual count correct, technology 
assures us it is correct.” 

 

The Decision 

Following the 2011 incident, the Ochsner 
Surgery Integration Council, led by the OR 
directors of eight hospitals, made the 
decision to adopt an assistive sponge 
counting technology.  The team looked at 
the barcoded SurgiCount Medical Safety-
Sponge System as well as radiofrequency 
identification (RF) detection system.  “We 
wanted to make sure that whatever we 
chose was as comprehensive as possible 
for clinicians and for patients,” Asford 
said. 

The team had concerns about whether an 
automated process would in effect 
replace the manual count and staff would 
become too reliant on a technology that 
might not necessarily be foolproof. 

“The issue I had with RF was that the tags 
were not specific to the sponge,” Ashford 
said.  “So in other words if you relied on 
your manual count, and there is a 
discrepancy, you were supposed to be 
able to rely on the (RF detection) wand to 
pick up on the missing sponge.  With 
SurgiCount there is a specific ID for each 



sponge.  And that allows you to 
completely rectify what went into the 
surgical field and what came off.” 

Added French: “Once we saw the 
technology (demonstrated), we just felt 
from an operational standpoint that the 
RF process wasn’t nearly as elegant and 
easy to implement as SurgiCount; the 
notion of prevention rather than reaction 
went over well with the operating room 
directors.” 

Following approval by the Surgery 
Integration Council, the purchasing 
decision went to the system’s Executive 
Product Advisory Council, the entity that 
makes final decisions on the acquisition of 
new devices, equipment and supplies.  Dr. 
Bishordi chairs the council, and with the 
recent retained sponge fresh in his mind, 
he threw his weight behind SurgiCount.  
Even though there was going to be an 
added fixed cost to each surgical 
procedure, the system’s in –house counsel 
helped me make the business case for the 
acquisition by pointing to the expected 
decrease in litigation fees and 
settlements. 

“At the end of the day, though, it was 
really about this being just the right thing 
to do for patients; you can’t put a price on 
patient safety,” French said. 

 

Implementation 

The rollout of SurgiCount began in 
October 2011 with a pilot at the main 
campus.  The results showed no increase 
in the length of procedures and an almost 

imperceptible effect on routines.  
“SurgiCount had small training classes for 
everybody, and we were certainly given 
the opportunity for questions and 
answers,” Findley said.  “It’s a fairly 
simple process.  My experience with it 
was that there was a smooth transition, 
and after a few procedures you just 
incorporate it into the processes that you 
carry out in the operating room.” 

The surprise was how little resistance 
there was from nurses and surgical techs 
at the medical center, French said.  Even 
physicians and anesthesiologist were on 
board, though there were some questions 
about whether a tracking technology was 
really necessary and might slow things 
down.  “It’s not as if physicians aren’t 
interest in quality and safety,” he said.  “At 
the end of the day, it was hard for people 
to say no to patient safety.” 

Implementation didn’t end with the 
training.  Ashford said.  “For us, the lesson 
learned in implementing this was that 
even after you adopt it, make sure all the 
nurses and surgical techs know why you 
follow the process as it is designed.  We 
had people taking shortcuts, and we have 
handled those situations and educated 
our staff even more.” 

After the staff at the main hospital used it 
for several days, the positive feedback 
enabled OR leaders to go back to the 
Product Approval Committee at the 
system level for final OK to roll out across 
the eight hospitals. 

The smaller hospitals in the system were 
receptive to the idea of the new 
technology, Ashford said, but were 



concerned about the cost.  “We knew we 
wanted (SurgiCount) here on our campus, 
and I had been talking it up to our staff so 
they were ready for it.  The other 
locations may not have had any retained 
sponges, so there was some hesitation,” 
he said. 

What helped seal the deal was the ease of 
implementation.  “We have had a lot of 
challenging technology implementations, 
but this one has been a breeze,” French 
said. 

 

Results 

“We have had remarkable success with 
SurgiCount,” Dr. Bisordi said.  The system 
has worked in properly flagging all 
missing sponges.  With 50,000 operations 
a year and each procedure using as many 
as 50 sponges, it has averted patient harm 
in a number of cases. 

In one procedure, which involved 
extensive liver surgery, SurgiCount 
signaled a missing sponge.  Initial X-ray 
results were inconclusive.  Following a 
nearly hour-long hunt for the sponge, the 
surgeon closed the patient, who was 
taken to radiology for more extensive 
imaging.  The sponge was found, the 
patient was returned to surgery and the 
sponge removed. 

The manual count remains the primary 
counting mechanism, with SurgiCount 
there to validate the count and provide 
post-operative records.  “More than once 
we have had a discrepancy found by 
SurgiCount and used the X-ray to find it 

prior to closing,” Findley said “That is not 
to say we would not have found it with 
our old system, but we have the 
SurgiCounter for that external validation 
and identification.  It is sort of like having 
an extra set of eyes.” 

 

Those “eyes” came in handy again 
recently.  A procedure was nearly 
complete, but SurgiCount indicated the 
count was off by one sponge.  “The 
surgeon wanted to close, and he said we 
would probably wind up finding sponge 
between his feet.  I said we had to find it 
now, and he stopped, reached into the 
(abdomen) and found the sponge,” 
Findley said.  “He thanked me for that 
one.” 

For Findley, who has 20-plus years in 
surgery behind her, the best thing about 
SurgiCount is helping novice nurse.  “As a 
seasoned nurse, I am really comfortable 
with the big cases, with the counting and 
standing up to a surgeon if there is a 
discrepancy.  For the less experienced 
nurses who are coming straight out of 
school or a peri-op program, having a 
validated count instills more confidence 
to argue a point with the surgeon.”



Conclusion 

For Ochsner Health System, the 
SurgiCount SafetySponge System® has 
been an investment with returns in both 
avoided costs and avoided harm.  “It may 
not be something that one would endorse 
in terms of classic ROI, but for us the 
patient suffering that occurs with a 
retained sponge, and the malpractice 
liability associated with these events – all 
of that made it an easy decision to acquire 
the SurgiCount technology,” French said. 

One of the problems in adopting an 
assistive counting technology is the 
relative rarity of the event, Dr. Bisordi 
said.  A surgeon could go through a career 
and not have a retained sponge, while 

another might have two.  “You can do the 
count right 10,000 times, but people are 
human and that rare thing happens, with 
devastating results.  It’s not really 
malpractice or poor quality.  It’s just that 
no group of human beings, no matter how 
conscientious, could do the same kind of 
thing over and over hundreds of 
thousands of times without making one 
mistake.” 

It is why, he said, Ochsner had been 
“waiting for this kind of technology, to 
remove some of the human errors that 
occur when we do repetitive things.  
That’s the beauty of technology, being 
able to perform simple repetitive tasks 
flawlessly, time after time to time.”
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