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Abstract
Background: Retained surgical items (RSIs) represent a real and ongoing problem, but it is preventable. Its real incidence is unknown because of
underreporting resulting from the fear of lawsuits for medical errors. This study aimed to describe the perception of the members of a surgical team about
their ethical and legal responsibilities related to medical errors, speci�cally concerning the presence of RSIs.

Methods: This qualitative, descriptive, and interpretative study focused on the perceptions of the members of a surgical team on the ethical and legal
problems they may face because of the presence of RSIs. Continuous saturation sampling was performed by interviewing 17 professional members of the
surgical team. Atlas Ti 8.0® program was used for analyzing the data obtained. It traced the categories by means of content analysis of the perceptions and
practices during possible ethical and legal responsibilities because of medical errors.

Results: The interviewees were con�icted between complicity and justice, as it is a duty to report events or actions that put the lives of surgical patients at risk.

Conclusions: The lack of awareness about the rules and believing that human errors are inevitable lead to normalizing errors, which does not allow
professionals to face the risk and, therefore, to avoid it.

Background
Oblito is derived from the Latin "Gossipium" which means "cotton" and "Boma" which identi�es the "place where something is hidden or disguised" [1,2]. The
term oblite is known by different names, in Mexico, Chile, Colombia, Bolivia, Argentina and Brazil as "textiloma", "gossypiboma", "gasomas", "oblitomas", these
words refer to the type of material found in the patient's cavity [1].

RSIs are a real and ongoing problem, but it is preventable. It is detrimental to the safety of a surgical patient [3-6]. The incidence of this type of error remains
largely unknown because of the underreporting of cases by professionals to avoid the potential risk of lawsuits [7]; therefore, the actual number of cases is not
reported, making it a problem di�cult to pinpoint [2]. Avoiding this type of error becomes a major challenge for members of a surgical team, as they must not
only ensure the success of the procedure but also avoid litigation because of the presence of RSIs among other types of medical errors [8-10].

In Colombia, surgeons as well as surgical technicians must carefully count the materials placed on an instrument table, especially gauzes [11]. The
mechanisms or processes mostly used to avoid medical errors such as RSIs are as follows: periodic and constant counting during a surgery, depending on its
type and duration; discarding incomplete or excess packages, maintaining a constant number of gauzes that is known to all members of the surgical team;
and maintaining a tidy instrument table throughout the surgery to facilitate the counting of surgical materials and instruments [11].

Statistically, an RSI occurs in 1 out of 100 to 1 out of 3,000 surgeries [1,2]. In Colombia, according to reports, it occurs in 0.3%–1% of 1,000 surgeries [12],
being more frequent in women than in men because of the frequency of gynecological procedures. Globally, it is believed to range from 1 × 1,300 to 1 × 1,500
only for abdominal surgeries. Other sources reveal an occurrence that reaches 1 × 3000 among all surgical interventions [1,7,13,14]. Among the most frequent
factors for the occurrence of an adverse event are prolonged surgeries, thoracic surgeries where the instruments used are small, staff fatigue, and the lacks of
shift interruption and communication, among others [15,16].

It is important to consider that any medical act related to an adverse event occurred during a surgical procedure, such as forgetting a foreign body inside a
patient after surgery, implies administrative, deontological, civil, and even criminal liabilities of the surgical team. These liabilities can be individual or
combined [11,17-19].

Studies have shown that there is a blurred line between a surgical team’s knowledge and practices and their responsibilities regarding RSIs; it remains unclear
whether a negligence of action can be explained by the lack of surgical awareness [10,20]. It is pertinent to note that malpractice claims began to emerge in
the 1900s as a “tempting new growth area for aggressive lawyers” because of the frequency of X-ray use [21].

Studies related to the medical responsibilities of RSIs are classi�ed as medical malpractice; This topic has been approached from a quantitative perspective,
which leaves gaps that can be addressed from qualitative research in the understanding or dynamics of the phenomenon in terms of perceptions and
symbologies from their social imaginaries that are re�ected in some practices [22-25].

Conversely, qualitative studies seek understanding rather than a prediction for a phenomenon because of its complexity, especially when it involves some
degrees of legal responsibility perceived by the members of a surgical team when confronted with ethical and legal problems [21,26-30]. Therefore, the
following question arises: is it necessary to inform the patient about the error? The answer is conditioned to the knowledge but also to the perceptions that
health care professionals have about legal implications. This implies to maximize the safety measures established before, during, and after a surgery [31],
thus avoiding permanent or temporary disabilities or even the death of the patient, as RSI extraction surgery may be more complicated than the original
surgery [32].

In a study conducted by Córdova et al., an anonymous survey was conducted on 93 surgeons. The results showed that 32% of the surgeons acknowledged
having left a gauze pad in the patient abdominal cavity during one of their surgeries, 80% stated that they had already handled an RSI, and 94% acknowledged
knowing a colleague who had made this technical error [31]. The authors also evaluated the degree of responsibility of the medical team. According to the
surgeons, the responsibility fell on themselves; for the surgeons who had not forgotten the gauze, the responsibility was attributed to the surgical technician
[31]. However, from the surgeons’ perspective, the individual primarily responsible for this type of error is the surgical technician with 293 points, surgeon with
285 points, operating room nurse with 165 points, and �nally, the assistant with 76 points [31].
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Our study aimed to describe (from a qualitative perspective) the perceptions that members of a surgical team have about their ethical and legal
responsibilities related to medical malpractice, speci�cally concerning RSIs.

Methods
This was a qualitative, descriptive, and interpretative study. This study aimed to focus on the perceptions of the members of a surgical team to describe their
views on the ethical and legal problems that they may face because of forgetting foreign bodies in a patient body, among other types of medical errors
considered real malpractices. An interview was designed which was validated through the evaluation of experts in the area of psychology, medicine, and
surgical instrumentalists. Continuous saturation sampling was performed, thus allowing us to gather perceptions of the professionals according to their age,
gender, and professional pro�le. Finally, interviews were conducted with 17 members of a surgical team. The participants were informed about the objectives
of the research; once they understood the information about the study and its impact, the interviewees signed the informed consent, which was approved by
the research committee of the Surgical Instrumentation Program of the Universidad Popular del Cesar and the ethics and extension committee of the
Institutional Tertiary Provider of Health.

The participants were informed about the objectives of the research; once they understood the information about the study and its impact, the interviewees
signed the informed consent, which was approved by the research committee of the Surgical Instrumentation Program of the Universidad Popular del Cesar
and the ethics and extension committee of the Institutional Tertiary Provider of Health . The committee determined that the project conformed to resolution
8430/93 of the CONPES document in Colombia, considering it a risk-free investigation. It also responded to the elements of safeguarding the con�dentiality of
the information provided by the participants, such as the taking of consent as stipulated by international regulations and declarations such as Manzini,
Belmont and Helsinki. Data were collected through semi-structured scripted interviews, which lasted approximately 45–60 min. These comprised open-ended
questions regarding the perception of the members of the surgical team about the perceived liabilities when they get involved in a medical malpractice
process caused by RSIs, classi�cation of medical errors, and principles of bioethics when facing ethical and legal responsibilities. These questions were
validated by experts who assessed two dimensions: responsible medicine and defensive medicine.

All interviews were audio-recorded and transcribed verbatim, and the names and surnames, specialization, or profession were removed from the transcriptions
to preserve the participants’ anonymity. Data were analyzed taking into account the open and emerging categories (thematic coding) in the context by means
of content analysis. To improve reliability, transcripts were read independently by three researchers with expertise in surgery, education, and medical law.

The Atlas Ti 8.0® program was used to track and identify the most common patterns and categories. These were analyzed in the context of the perceptions of
the interviewees to describe and interpret the causes and possible explanations of their actions when facing a possible ethical and legal responsibility for a
medical error, speci�cally concerning an RSI.

Results

Ethical and legal responsibilities, negligence as the primary cause of error, and the
importance of clinical records
Those interviewed regarding ethical and legal responsibilities described that their main fear is the institutional repercussions (administrative liability), which
could lead to possible dismissal, including the loss of their professional card (deontological liability). The members of the surgical team were unsure about
the probability of a complaint going directly to the government authorities, especially in cases where a foreign body could have caused a permanent or
temporary disability or even the death of the patient.

When a colleague commits an error, initially the person involved is held responsible for their mistake; then, the responsibility escalates to the immediate
supervisor and then to human resources, going up to the authorities that should come depending on the type of problem. (Coded Voice [3:6]).

Well, the legal part is something extremely delicate, and it would imply the loss of our license to keep working. (Coded Voice [8:3]).

Negligence was the primary error mentioned by the members of the surgical team, especially the careless management of the patient because of
misinformation and poor writing of medical records (MRs); eventually, MRs end up not being a reliable document when making decisions regarding the
surgical protocol. Inexperience was also found to be related to emergency procedures, as well as poor management of personal problems as a cause of a
possible miscounting of elements and instruments before, during, and after the surgical procedure.

There are several causes, ranging from poor patient preparation, patient misinformation, emergency procedures, poorly written medical records, and personal
problems, that could lead to forgetfulness during a procedure. (Coded Voice [3:4]).

In relation to the clinical records as a conditioning element in the actions of the members of the surgical team and as evidence in a medical liability process
aiming at proving a medical malpractice, it was found that MRs do not describe the error, pointing at ignorance of the norm or failure to comply with it as the
main possible reason. Some members of the surgical team described the low institutional requirement for reading MRs, recognizing the high probability of
making an error (actual malpractice). In addition to these elements, there are other factors such as emergency surgery, shift changes, work monotony and
inappropriate application of the checklist, work stress, and the normalization of errors (daily errors), among others.

I think emergency surgeries are the main reason, as well as shift changes that are not delivered in a correct way. (Coded Voice [15:4]).

Monotony, insecurity at the time of starting the procedure, stress from the doctor, some emotional problems. (Coded Voice [16:2]).
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Complicity and bioethical principles
The interviewees were con�icted between the principles of respect and justice, which makes it their medical duty to report events or actions (of their own or
colleagues) that put a patient’s life at risk. In other words, professional secrecy should not be confused with complicity. Conversely, the principle of justice
holds the medical professional responsible for maintaining silence and not reporting an error caused by a team member, which must be reported and
described in the clinical records in detail.

I would not report it because everyone should know his or her own responsibilities. (Coded Voice [7:5]).

Well, in this case, since we are talking about a colleague, I personally would not report it, but I would talk to the colleague and let them be the one to report the
case to the immediate supervisor. (Coded Voice [17:5]).

Surgical awareness in preventing medical errors concerning RSIs
Surgical awareness was re�ected in the conscientiousness and thoughtfulness of the actions of the members of the surgical team as they made corrective
actions to avoid errors. They recognized that human nature is in�uenced by factors that can lead to errors such as leaving a foreign body in the patient body
or even failing to report it.

In our medical practice, we are still human and we can make mistakes at any moment, but if we are aware and we realize in time that we are doing a bad
procedure, we must verify, count, and alert all personnel to reduce risks and provide greater patient safety. (Coded Voice [3:3]).

First, you try to talk to your colleague and tell them what happened to try to �nd a solution, and if you do not �nd a solution, you report it to your supervisor.
(Coded Voice [4:5]).

If the error happens during the surgical procedure and you realize it immediately, you must inform the physician about the problem; if you realize after the
surgical procedure, you must also inform the physician and request the corresponding radiological studies to verify the existence of the foreign body. (Coded
Voice [15:3]).

Con�ict about responsibility related to their professional ethics
There is a con�ict among medical professionals about liabilities in the lack of surgical awareness related to the measures taken to avoid causing harm to
patients and thus avoiding being punished, even when they may be accused of complicity. That is, they do not prioritize the welfare of the patient but their
own interest, and this is caused by the fear of being involved in something similar to the presence of an RSI. They may even come to believe that the
responsibility is individual, which is not far from reality. It should be stressed that, as the members of a surgical team, they are all part of the team; therefore,
they have a common goal, which is the safety and quality of the surgical procedure performed for the welfare of the patient. In this context, it is fundamental
to point out the importance of taking into account the attitude toward responsibility that health care professionals have with their work in practice, in addition
to the possible psychological damages of doubting if it was really a single foreign body, generating anxiety, and thus affecting the recovery of the surgical
patient.

 The main fear is the harm we will cause to the patient and the negative effects that malpractice will have on the patient, as well as the legal implications.
(Coded Voice [3:8]).

That the patient suffers from complications or dies because, if something happens to them, it can also affect me. (Coded Voice [6:3]).

Another important element is the fact that members of the surgical team confused social values with professional ethics. They considered that ethics are
innate to human nature, meaning that we are somehow born with it or we bring ethics from home, and therefore, it does not need to be taught at the
professional level. It should be noted that social values help us generate different affective bonds, as they are taught in our �rst circle of socialization, such as
family;, humans build their own criteria through the years, and therefore, they know the good and bad within the framework of professional ethics.

It is of utmost importance to consider ethical principles in our profession. They should be embodied in our lives. We learn them at home and they mature as
we grow. (Coded Voice [3:1]).

I do not think so, as we all learn those principles at home. (Coded Voice [17:2]).

Education, an important element in recognizing medical errors
Education was found to be related to professional ethics. The members of the surgical team recognized that education allows them to recognize and re�ect
on the differences between real and apparent malpractices.

Ethics is what makes us. If professionals do not have ethics, they are not able to behave responsibly as such and they will make multiple errors in their
practice, where patients will be the most harmed party. (Coded Voice [11:2]).
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Yes, as when professionals are trained, they are taught the principles; then, they will be quali�ed professionals who will always act by the principles of good
faith and e�ciency to provide a service within the best conditions. (Coded Voice [15:2]).

Important principles to avoid medical errors, especially forgetting a foreign body in
patient bodies
Most of the members of the surgical team described responsibility as an important principle to fully comply with the processes and protocols that safeguard
patient safety. Other important principles are as follows: caution and con�dentiality in not disclosing the patient's clinical or personal information to personnel
not directly involved in the surgical process; entrusting the team to have everything prepared according to the conditions of the patient and institution,
ultimately giving peace of mind to everyone involved; self-discipline to continue educating themselves to become more and more aware of their responsibility
to be able to predict and prevent risks and complications inherent to an RSI in the patient's body.

In our medical practice, we are still human and we can make mistakes at any moment, but if we are aware and we realize in time that we are doing a bad
procedure, we must verify, count, and alert all personnel to reduce risks and provide greater patient safety. (Coded Voice [3:3]).

 As professionals, our work is all about ethics; a professional without ethics is not �t to practice the profession as such, and a great deal of responsibility is
required in this �eld. (Coded Voice [11:1]).

 Principles make us quali�ed professionals who will always act by the principles of good faith and e�ciency to provide a service within the best conditions.
(Coded Voice [15:2]).

Discussion
It is clear that errors can occur in any hospital service; therefore, re�ecting on the factors that cause these errors and acting accordingly are essential [33-36].
However, as it was evidenced, there is a tendency among the members of the surgical team to hide errors, both their own and those of their colleagues, either
out of empathy or ignorance, primarily because of the fear of sanctions or lawsuits. Research shows that, when facing these actions, there is a clear lack of
ethics related to patient safety, a practice of defensive medicine. Safety ethics considers it essential to reveal errors, including near misses or those without
signi�cant consequences, opting for an honest message re�ected in the transparency of professional actions as evidenced in the present study with the
following principles: respect, completeness, and honesty, as evidenced by other studies that support the idea of responsibility within the framework of surgical
awareness [21,29,30,37-41].

The principle of responsibility was found in the actions regarding the adequate management of the functions of each of the surgical team members to avoid
errors as much as possible, for example: the careful reading of the clinical records, participatory counting of the entire surgical team, board with the
annotations of the counting of elements, and instruments, among others [26,42-44].

Continued education was particularly valuable in the analysis of this research, as it allows members of the surgical team to recognize the value of safe health
care and minimize the probability of failures or errors by designing mechanisms or strategies that allow them to predict the likelihood of a medical error
[21,31,45,46].

It can be said that the interviewees recognize the need of knowledge in ethics and legal liabilities and the importance of applying such knowledge. However, as
mentioned by Rojas Arroyo [47], Mario Bunge “de�nes knowledge as a set of ideas, concepts, and statements that can be clear and precise, ordered, vague,
and inexact,” but when it is rational, “it is constituted by concepts, judgments, and reasoning and not by sensations, images, behavior patterns, etc.” [22].
Knowledge is acquired throughout life and experience and is complemented with the lessons learned at university, as described by Eiser, Floyd, and Kimball
(quoted by Camarena Nuñez): “they de�ne attitude as a learned predisposition to respond to a stimulus in different situations, which can be negative or
positive” [48]. These conceptual elements were linked to the fact that many of the members of the surgical team, despite knowing how to perform their
functions, limit themselves to what they consider humanly possible, leading them to commit errors, including those considered customary, such as not reading
the clinical records or the limits between professional secrecy and complicity, among others. Several studies have mentioned that collaborative work is an
important factor in reducing errors, as well as adherence to standards or protocols that promote patient safety in a surgical case [1,9,11,12,19,21,42].

Conclusions
The members of the surgical team emphasized that their professional actions should be regulated by values and principles such as respect for patients and
for their colleagues, thus implying a good treatment and surgical awareness in the ability to re�ect on their professional skills in a situation where there is a
probability of making a mistake such as leaving a foreign body in a patient body (RSI). However, there is a clear con�ict between loyalty and complicity in
one’s own actions and those of a third party. This lack of transparency and honesty emerges when patient safety is weighed against the fear of legal
sanctions: civil, criminal, administrative, and deontological.

Education was found to be one of the essential elements affecting how the members of the surgical team reacted when announcing, preventing, and
correcting errors. The lack of this continuous training leads to con�icts of actions such as the limits between professional secrecy and complicity, which
subsequently leads to sanctions depending on the extent of the action in terms of civil, administrative, deontological, criminal, and social responsibilities.

The lack of awareness about the rules and the belief that human errors are inevitable lead to some professionals normalizing the errors. This is an imprudent
action, as it does not allow them to face the risk by means of designing new methods, protocols, or complementary tools that might allow them to predict and
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avoid errors.

Members of the surgical team considered MRs to be an important legal support document. However, surgical technicians describe that they do not feel obliged
to read it in depth, although it is a deontological duty for doctors and nurses.

In general, surgical technicians showed a greater degree of ignorance because they were unclear about their individual and collective responsibilities as the
members of a surgical team making a mistake. They show confusion and ignorance regarding whom, how, and where to notify of the error made, whether it is
their own or that of a third party (colleague) member of the surgical team.

It is important to consider that administrative responsibility does not exempt professionals from the rest of the responsibilities, both civil and criminal. Only
one interviewee mentioned the deontological dimension when describing their feelings about their fault leading to the withdrawal of their professional
credentials. However, although surgical instrumentation does not have an approved deontological code, the actions of surgical team members can be
analyzed by a medical ethics court that can sanction an error leading to a permanent or temporary disability or the death of the surgical patient.

The members of the surgical team recognized that ignorance does not exempt them from responsibilities; on the contrary, it makes it worse. In conclusion,
they recognize the importance of continuing education and strengthening professional ethics with learning based on experience to avoid making mistakes,
especially those because of carelessness related to not paying attention to the rules.

Limitations
Limitations were related to selective memory bias in the research subjects. In this sense, an attempt was made to control the bias by means of complementary
questions to avoid, for example, participants remembering only negative or positive events, tending to exaggerate or embellish such an incidence.

Abbreviations
MR: Medical record

RSI: Retained surgical item
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