
WWW.HSIB.ORG.UK

December 2019 Edition

SUMMARY REPORT
DETECTION OF RETAINED 
VAGINAL SWABS AND TAMPONS 
FOLLOWING CHILDBIRTH 

Healthcare Safety Investigation I2018/025

http://WWW.HSIB.ORG.UK


22



3

PROVIDING FEEDBACK AND COMMENT  
ON HSIB REPORTS

At HSIB we welcome feedback on our investigation 
reports. The best way to share your views and 
comments is to email us at enquiries@hsib.org.uk
We aim to provide a response to all correspondence 
within five working days.

This document, or parts of it, can be copied without 
specific permission providing that the source is 
duly acknowledged, the material is reproduced 
accurately, and it is not used in a derogatory 
manner or in a misleading context. 

www.hsib.org.uk/tell-us-what-you-think

© Healthcare Safety Investigation Branch 
copyright 2019.

http://www.hsib.org.uk/tell-us-what-you-think
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ABOUT HSIB 

The Healthcare Safety Investigation Branch (HSIB) 
conducts independent investigations of patient 
safety concerns in NHS-funded care across England. 

Most harm in healthcare results from problems 
within the systems and processes that determine 
how care is delivered. Our investigations identify 
the contributory factors that have led to harm 
or have the potential to cause harm to patients. 
The recommendations we make aim to improve 

healthcare systems and processes in order to 
reduce risk and improve safety. 

Our organisation values independence, transparency, 
objectivity, expertise and learning for improvement. 

We work closely with patients, families and 
healthcare staff affected by patient safety 
incidents, and we never attribute blame or liability 
to individuals. 

A NOTE OF ACKNOWLEDGEMENT
We are grateful for the ongoing support and 
involvement of Christine and her partner, whose 
experience is central to this report.

We would also like to thank the Trust and 
members of staff who participated in this 
investigation process and openly shared their 
perceptions of the incident with us.  
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OUR INVESTIGATIONS

Our team of investigators and analysts has diverse 
experience working in healthcare and other safety-
critical industries and have expertise in human 
factors analysis, safety science and the design of 
safety management systems. We consult widely 
in England and internationally to ensure that our 
work is informed by appropriate clinical and other 
relevant expertise. 

We currently undertake two types of patient 
safety investigation.

NATIONAL INVESTIGATIONS
Our national investigations can encompass any 
patient safety concern that occurred within NHS-
funded care in England after 1 April 2017. The 
topics we select are informed by suggestions 
provided by healthcare professionals and the 
public, and our own analysis of NHS patient safety 
databases and reporting. 

We decide what to investigate based on the scale 
of risk and harm, the impact on individuals involved 
and on public confidence in the healthcare system, 
as well as the potential for learning to prevent future 
harm. We welcome information about patient safety 
concerns from the public, but we do not replace local 
investigations and cannot investigate on behalf of 
families, staff, organisations or regulators.

Our investigation reports identify opportunities 
for relevant organisations with power to make 
appropriate improvements through:

• ‘Safety recommendations’ made with the specific 
intention of preventing similar events happening in 
the future

• ‘Safety observations’ with suggested actions for 
wider learning and improvement. 

Our reports also identify ‘safety actions’, which are 
steps identified during an investigation as being 
immediately necessary to improve patient safety. 

We ask organisations subject to our safety 
recommendations to respond to us within 90 days. 
These responses are published on the investigation 
pages of our website.

MATERNITY INVESTIGATIONS
Since 1 April 2018, we have been responsible for all 
patient safety investigations of maternity incidents 
occurring in the NHS in England which meet criteria 
for the Each Baby Counts programme. 

The purpose of the HSIB maternity investigations 
programme is to achieve rapid learning and 
improvement in maternity services, and to identify 
common themes that offer opportunity for system-
wide change. For these incidents HSIB’s investigation 
replaces the local investigation, although the NHS 
trust remains responsible for meeting the Duty of 
Candour and for referring the incident to us. 

We work closely with parents and families, healthcare 
staff and organisations during an investigation. Our 
reports are provided directly to the families involved 
and to the trust. The trust is responsible for actioning 
any safety recommendations we make as a result of 
these investigations. 

Our longer-term aim is to make safety 
recommendations to national organisations for 
system-level improvements in maternity services. 
These recommendations will be based on common 
themes arising from our trust-level investigations. 

https://www.hsib.org.uk/investigations-cases/
https://www.rcog.org.uk/eachbabycounts
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EXECUTIVE SUMMARY
The reference event
Christine, a 30-year-old woman, was admitted to a 
labour ward in October 2018 following an uneventful 
pregnancy. Due to slow progress in the second stage 
of labour1, Christine was transferred to the theatre in 
the early hours of the morning for an assisted delivery 
of her baby using forceps. 

As part of the forceps birth, the obstetrician2 
performed an episiotomy (a cut to the perineum – the 
area of skin and muscle between the vagina and the 
rectum). Once the baby and placenta were delivered, 
the obstetrician started repairing the perineum. The 
obstetrician inserted a surgical tampon into the vagina 
to help them see the apex (end) of the cut more easily, 
and, after adding two sutures (stitches), asked the 
specialty trainee doctor (ST2) to continue the repair. 

Shortly after handing over the repair, the obstetrician 
left the theatre. While the ST2 was suturing the 
perineum, the day shift theatre staff began arriving and 
received a handover from the night shift staff. Once the 
perineal repair was complete, Christine was transferred 
to a postnatal recovery room and discharged home one 
day postpartum (after childbirth).

Between days two and five postpartum, Christine had 
seven contacts with healthcare services (for example, 
community midwives, general practitioners (GP), the 
NHS 111 service, hospital triage midwife), during which 
time she reported experiencing increasing perineal pain.  

On the evening of the fifth day after the birth, 
Christine went to the labour ward in significant 
discomfort and pain. An examination by an 
obstetrician revealed that there was a surgical 
tampon in her vagina. The tampon was removed, 
and Christine was admitted to the postnatal ward 
with her baby while being treated for pain and then 
for subsequent urinary retention (the inability to 
completely or partially empty the bladder). She was 
discharged home after eight days. However, Christine 
suffered ongoing urological issues3 necessitating 
further hospital visits and admissions, has required 
physiotherapy and psychosexual therapy, and has 
received private counselling.

Concise national investigation
The safety risk of delayed recognition of postpartum 
retained vaginal swabs and tampons (vaginal 
swabs/tampons left inside the patient in error) was 
identified by a clinician who subsequently notified the 
Healthcare Safety Investigation Branch (HSIB) of this 

risk. They highlighted the potential for physical and 
psychological harm to women. 

Following an initial scoping investigation and 
assessment of the findings, HSIB concluded that, 
given ongoing work by NHS England/Improvement to 
find a solution to reduce the risk of retained vaginal 
swabs and tampons, it was not an appropriate time 
for a full national investigation. As such, a decision 
was made to conduct a concise national investigation.  

Findings from the reference event 
• Factors were identified which reduced the 

detectability of the tampon, including the way 
it was designed and used, and how swab and 
instrument count boards (whiteboards used in 
theatre to track the equipment used during a 
procedure) were used in practice.

• The ST2 was not aware a tampon had been or could 
be used during a perineal repair. The technique the 
ST2 was trained in for repairing an episiotomy or 
perineal tear did not require a tampon or swab to be 
left inside the vagina during the procedure.  

  
• The Trust’s process for swab/tampon insertion, and 

measures to reduce the risk of retention of swabs/
tampons, relied on staff performing many processes 
and procedures correctly. There were numerous 
opportunities for error, especially considering that 
staff may be distracted by other tasks, fixated 
on the task they were performing or negatively 
affected by ‘low arousal’ (lack of stimulation when 
carrying out a routine task) and fatigue.  

• The process for controlling instruments and 
swabs differed between vaginal obstetric theatre 
procedures (such as forceps deliveries) and 
abdominal obstetric theatre procedures (such as 
caesarean sections). During a forceps birth, which 
is a vaginal procedure, the scrub nurse would count 
the swabs at the beginning and at the end of the 
procedure but did not maintain oversight of where 
swabs and instruments were during the procedure.    

• Limitations in staff members’ perception of who 
‘owned’ the overall procedure and who was 
responsible for managing risks to patient safety 
could result in a lack of oversight and supervision 
of the procedure, or issues associated with 
diffusion of responsibility (a lessened sense of 
responsibility due to the presence of many other 
people who could be perceived as responsible).

1 When the cervix is fully dilated and the baby moves down through the vagina.
2 A doctor who specialises in pregnancy and childbirth.
3 Issues relating to the urinary system, which included the bladder and kidneys.
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• Multiple handovers of the swab and instrument 
trolley were conducted, and these handovers 
were also staggered as staff arrived at and left the 
theatre. It was likely the multiple handovers were a 
source of distraction and contributed to staff not 
detecting that a tampon had been used.  

• Towards the end of the procedure there appeared 
to be a focus on the next task or activity, resulting 
in practices such as leaving theatre before a 
procedure was complete. The accepted practices 
at the end of the procedure were likely to have 
resulted from a ‘drift’ away from ideal practices, 
driven by competing task demands, limited 
handover periods, task pressure, and a motivation 
to go home on time.

• The incident occurred at a time when there 
was a greater risk of fatigue-related error. The 
investigation concluded that the 12-hour night 
shifts may have been a factor in this incident.  

• This investigation highlighted a potential safety risk 
relating to how clinicians perceive and respond to 
reports of pain.  

Findings from a review of current measures 
and initiatives to reduce the risk of these 
incidents occurring
• The investigation considered that current national 

guidance provided by the National Patient Safety 
Agency (2010) and National Institute for Health 
and Care Excellence (2014) was mainly focused 
on changing the way in which people work, rather 
than replacing the hazard itself, for example through 
improved design of surgical swabs/tampons or 
using tracking technology. This means the measures 
set out in the guidance are less likely to be effective 
and provide weaker mitigation for preventing the 
retention of vaginal swabs and tampons.  

• NHS England/Improvement is developing and 
testing an alternative swab and tampon design that 
aims to increase their detectability.

• The effectiveness of the new swab and tampon 
design cannot be assessed at this time as it is yet 
to be implemented and evaluated widely. NHS 
England/Improvement told the investigation that 
future plans include:

   - independent evaluation of the new swab
     design, including comparison with other 
     interventions 

   - usability testing

   - cost/benefit analysis

   - impact analysis in relation to reduction of repeat
     incidents. 

• The use of radio-frequency identification (RFID) 
– a wireless tracking system – is emerging in 
the NHS. Trials using RFID on surgical swabs 
demonstrate that it could be an effective measure 
to prevent retained swabs and tampons. Further 
advancements are required and therefore wider 
adoption of such technology is unlikely to take 
place in the short term.  

HSIB MAKES THE FOLLOWING SAFETY
RECOMMENDATION

  
Safety recommendation R/2019/058: 
It is recommended that NHS England/Improvement 
carries out its intention to commission and publish 
an independent evaluation of its alternative design 
for swabs and tampons. The evaluation should also 
consider other solutions or technologies and include 
usability, cost/benefit analysis and the impact on 
reducing harm.

HSIB MAKES THE FOLLOWING SAFETY 
OBSERVATION

Safety observation O/2019/052: 
It would be beneficial for trusts to review their 
planned handovers and for all staff groups to have 
adequate time in their shift to conduct handover 
tasks and participate in team briefings. 
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FURTHER  
INFORMATION 
More information about HSIB – including 
its team, investigations and history – is 
available at www.hsib.org.uk 

If you would like to request an investigation 
then please read our guidance before 
submitting a safety awareness form.

 @hsib_org is our Twitter handle. We use 
this feed to raise awareness of our work and 
to direct followers to our publications, news 
and events.

CONTACT US
If you would like a response to a query or 
concern please contact us via email using 
enquiries@hsib.org.uk 

We monitor this inbox during normal office 
hours - Monday to Fridays (not bank holidays) 
from 0900hrs to 1700hrs. We aim to respond 
to enquiries within five working days.

To access this document in a different format 
– including braille, large-print or easy-read – 
please contact enquiries@hsib.org.uk

https://www.hsib.org.uk/investigations-cases/how-to-request-an-investigation/
https://twitter.com/hsib_org

