


Case report 
Echoes of the past: A Needle’s long wait beneath the skin


Abstract

Never events” pertain to medical errors that are deemed unacceptable, such as the inadvertent retention of a foreign object in a patient following a surgical procedure. The incidence of these occurrences varies, as most data is derived from retrospective studies and case reports. Moreover, the reluctance to report such events due to their sensitive nature, confidentiality concerns, and potential legal ramifications hinders the publication of comprehensive data. However, these incidents serve as valuable learning opportunities for surgical teams to prevent future recurrences and ensure appropriate management. In this case study, we will discuss an instance involving a misplaced needle that was fortuitously discovered after a decade, yet inflicted prolonged suffering upon the patient.

Introduction

The retention of foreign objects (sponges, needles, and instruments) within a patient post-surgery constitutes a medical error that frequently leads to negative outcomes for patients and can severely implicate the healthcare professionals involved. This mistake is categorized among 'never events' outlined by the National Quality Forum in the United States1 and in the guidelines issued by the United Kingdom2 Department of Health. Procedures performed on the incorrect patient, side, or site, as well as the retention of foreign objects post-surgery, are entirely preventable factors contributing to morbidity and, potentially, mortality3. Proving medical negligence in cases of retained sponges and instruments (RSI) is straightforward due to the doctrine of res ipsa loquitur ('the thing speaks for itself'). The act of leaving an object in a location where it does not belong becomes indefensible.
The occurrence of retained surgical instruments and sponges varies from 1 in 1,000 to 18,760 operations, translating to one case annually for a sizable hospital4,5. Most documented cases of retained surgical instruments (RSI) are observed in open body cavities. Identified risk factors include elevated body mass index, surgeries following trauma, intraoperative complications, unforeseen procedural changes, and a substantial presence of surgical tools within the surgical field3,6.

In certain case reports, the initial surgical teams chose to retain the surgical needles following unsuccessful attempts at retrieval. Subsequent complications observed in these patients like inflammation, haemorrhageing, persistent pain, and in severe scenarios, migration towards critical anatomical structures like the heart 7.

Here we are exploring the case of a patient who has been incidentally found to have a needle at the perineum, and ways to mitigate such occurrences.

Case Report:

A 33-year-old P2L2 patient presented as a follow-up case of chronic pelvic pain (perineal pain) persisting for the past decade. Her symptoms originated in 2015 following a full-term vaginal delivery of a 4kg infant at a medical facility, during which she endured a substantial perineal tear that required multiple reparative interventions due to episiotomy wound dehiscence and subsequent infection. Approximately one year later, she returned to our care reporting persistent pain at the former episiotomy site, exacerbated during menstruation. Upon examination, aside from localized tenderness and minor induration, no other abnormalities were found. A provisional diagnosis of scar endometriosis was made, and treatment ensued accordingly. Despite several recommendations for perineal ultrasonography, it was not done. In 2019, she conceived once more and underwent a full-term vaginal delivery with episiotomy at our institution. Following discharge in stable condition, she revisited after 2.5 months postpartum, citing continued discomfort at the episiotomy site. Subsequent ultrasonography, finally conducted in 2019, revealed an ill-defined collection in the subcutaneous plane of the perineum. Treatment comprised analgesics, physiotherapy, and Tab Dienogest for Scar endometriosis. As her pain persisted, a referral to a pain clinic was made, where Pregabalin was administered to alleviate symptoms. Although intermittent relief was noted, her visits persisted. She was examined during her mensturalmenstrual cycle, notably, nodularity was absent at the episiotomy site upon examination. A follow-up ultrasonography reported no discernible lesions at the scar site, despite probe tenderness. Consequently, an MRI was recommended, revealing a foreign object that was later identified as a needle upon X-ray of the pelvis. Subsequent ultrasonography pinpointed a thin echogenic foreign body located 3mm beneath the skin in the right perineal subcutaneous tissue. A procedural plan was devised to extract the embedded needle under saddle block anesthesia by a surgical team. A skin incision was made on right labia over clinically appreciable site, incision deepened into subcutaneous plane and dissection done using artery forceps to identify the needle and finally a semicircular needle is retrieved froms subcutaneous plane 2cm from the skin on side of rightt labia. Subcutaneous tissue sutured with 3’o vicryl and skin closed with nylon suture. Postoperatively, a normal X-ray confirmed successful needle retrieval, with an uneventful recovery period and commendable wound healing progress.	Comment by Microsoft Office User: Whether histopathology was performed to rule out endometriosis so as to explain its association with pain during menstruation.

Discussion:

Repairing a vaginal or perineal tear or performing an episiotomy is perhaps the most common surgical intervention in obstetrics. While an episiotomy may seem straightforward, like all surgical procedures, it is not without risks and can sometimes present challenging complications. One such complication is the occurrence of needle breakage during episiotomy repair. Although not extensively discussed in literature, some studies have reported that the incidence of needle breakage during episiotomy suture placement is approximately 0.17‰ 8

Sharp pointed objects such as needle fragments have the potential to inflict severe harm on blood vessels and internal organs. The consequences of such injuries can manifest in two distinct ways: either with no apparent symptoms, thus necessitating incidental detection, or with symptomatic indications such as pain or the presence of discharging sinuses. When foreign objects are inadvertently left behind during surgical procedures, they may incite either an exudative or an aseptic fibrous tissue response9. The exudative reaction tends to manifest early in the postoperative phase, often precipitating infections due to bacterial contamination. On the other hand, the aseptic fibrous response progresses at a slower pace, involving the activation of fibroblasts that result in the development of adhesions, granulomas, or pseudotumors. Remarkably, patients may remain asymptomatic for many years despite the presence of these tissue reactions10.

Imaging plays a pivotal role in the diagnostic process. Computed tomography is the preferred modality for ruling out RSI. Plain radiography is also commonly utilized; however, certain materials like wood, plastic, glass, fish, and chicken bones may evade detection on radiographs. Foreign bodies can sometimes be too minuscule to be distinctly visualized through radiographs, posing a challenge for three-dimensional localization using plain film x-rays. Despite the presence of radiopaque markers on surgical sponges, there remains a false negative rate of 10–25% 11. Additional modalities such as ultrasound-guided localization or fluoroscopy can aid in the localization process12. Intra-operative ultrasonography, while beneficial, may be hindered by limited tissue penetration, reliance on operator skills, and restricted availability during surgery. Fluoroscopy, with its superior soft tissue penetrance, exposes the patient to ionizing radiation and may not be accessible in resource-limited settings. Notwithstanding the constraints of these imaging techniques, image-guided localization allows for smaller incisions, precise dissections, and minimal damage to nerves, blood vessels, and soft tissues. Magnetic resonance imaging and other pertinent radiological methods like barium contrast studies may also be employed based on the clinical scenario.13

From a medical, forensic, and psychological perspective, it is now deemed essential to directly notify the patient and extract the foreign body. The timeframe between the initial surgery, diagnosis, and removal of retained surgical items (RSI) holds significant clinical importance, as the morbidity and mortality rates are substantially lower when the RSI is promptly removed post the initial procedure compared to delayed detection and retrieval10. The evidence supporting the advantages of RSI removal remains ambiguous and necessitates a case-specific evaluation, weighing the risks and benefits of undergoing another surgical intervention14. This matter should be thoroughly discussed with the patient.

In the aforementioned scenario, the needle may have been misplaced during the initial episiotomy repair or subsequent re-exploration without detection. This oversight could be attributed to limited experience, the complexity of the surgical procedure, or the presence of numerous instruments and needles. Such occurrences are not exclusive to any particular surgeon and necessitate heightened vigilance.

To prevent such mishaps, each medical facility has established protocols, with the meticulous tracking of sponges, needles, and instruments being a crucial aspect. However, human error remains a possibility, making the counting process as a sole screening method for Retained Surgical Items (RSI) not entirely foolproof. Numerous studies recommend the implementation of standardized procedures, the creation of local counting protocols, and strict adherence to counting sponges and instruments both before and multiple times during surgery3,15. These protocols, although effective, demand significant labor and can consume up to 14% of the operative time. Subsequently, it is essential for the surgeon to conduct a thorough examination of the body cavity to eliminate any chances of RSI before proceeding with closure. Any discrepancies in the count should immediately prompt a comprehensive search for the missing item. If the discrepancy persists, it is imperative to conduct appropriate imaging such as radiography or computed tomography to identify any potential retained objects.	Comment by Microsoft Office User: Mention the role of count checking in minor procedure like episiotomy, which is often not performed.

The surgical environment is intricate, ever-changing, and occasionally tense, making it easy to overlook human errors. The existing evidence supporting the regular utilization of innovative technologies to aid in sponge counting is currently limited. Therefore, all prominent surgical facilities must analyze their unique practices in the operating room and establish standardized protocols to prevent Retained Surgical Items (RSI). As conscientious healthcare professionals, we must remain vigilant in recognizing the dangers posed by RSI. Transparent and comprehensive communication, coupled with a compassionate, and respectful patient-physician relationship, can sometimes avert legal cases.

Conclusion:

RSI is an undesirable and preventable cause of surgical morbidity and mortality. Healthcare providers should not attempt to deny, conceal, or downplay the occurrence of this complication. In cases where needle retrieval proves challenging due to profuse bleeding or deeper perineal tissue, the utilization of percutaneous image-guided retrieval can mitigate the morbidity linked with open tissue exploration. This approach can also reduce prolonged surgical durations, extended hospital stays, and aid in expediting recovery. Embracing innovative technologies and collaborating with industry partners should be encouraged to enhance existing counting processes and protocols. Moreover, urgent implementation of prospective multicenter studies is imperative to evaluate the effectiveness of these new technologies. It is crucial for us to collaborate and take proactive measures to develop systems that will eradicate RSI entirely.

Table 1. Clinical presentation of RSI

	Asymptomatic
	Symptomatic

	  Incidental detection
	Early- Unexplained pain, features of generalised sepsis, formation 
of abscess


	
	Delayed- Non-healing wounds, discharging sinuses, mass, signs and 
symptoms of intestinal obstruction, internal fistula formationisation, transmural migration and spontaneous expulsion
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