
Journal of Clinical and Diagnostic Research. 2012 December, Vol-6(10): 1775-1777 17751775

DOI: 10.7860/JCDR/2012/4688.2610

 

Retained Intra- Thoracic Surgical  Pack   
Mimicking as Recurrent Aspergilloma
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ABSTRACT
An intrathoracic gossypiboma is a rare condition. We  are reporting  
a  case  of intrathoracicgossypiboma  which was misdiagnosed  as  
a  recurrent  aspergilloma. In  our  patient, the  gossypiboma  mani-
fested  as  a  pleural- based  extra  pulmonary  mass   which had  
a  large contact  area  with  the  pleura  and  it displayed  an  extra  

pulmonary  location. A  retained surgical  swab  (gossypiboma)  
is  a  rare  but  an important  complication  of  an intra- thoracic 
surgery.  The  diagnosis  is  usually  overlooked,  as  in  our  case,  
resulting  in  delay  of treatment,  complications  and  a prolonged  
hospitalization. 

 Ruquaya MiR, ViKRaM P. Singh

InTRoduCTIon

A gossypiboma or a textiloma is a non-absorbable surgical mate-
rial with a cotton matrix, around which a foreign body reaction oc-
curs. A  retained   surgical  sponge  (gossypiboma)  is  a  rare  but  
a serious  complication  of surgery, with an estimated incidence  in 
1/1,000 to 1/10,000 surgeries [1].

An intrathoracic gossypiboma is extremely rare, with  only  a  hand-
ful  of  reported  cases,  most  of  which  are associated  with  pul-
monary  surgeries  [1-5].  Almost  all  the surgical  sponges contain  
a  radiopaque  marker,  usually  a  barium  sulfate  filament.The 
diagnosis of an intrathoracic gossypiboma can be easily missed 
because of its rare occurrence and low index of suspicion [1].

Here, we  are reporting  a  case  of an intrathoracic gossypiboma  
which was misdiagnosed  as  a  recurrent  aspergilloma.

CASe RepoRT

A  39  year  old,  normotensive,  nondiabetic,  non- smoking,  male  
patient  presented  to  our Out Patients  Department  with  the 
complaints  of  persistent  cough  and  haemoptysis  which were 
there since 2007. He was diagnosed of right primary pulmonary 
tuberculosis in 1999.  He had received  a course  of  antitubercu-
lous  treatment  for  6  months. From 2001,  he  started having  dry  
cough  and  generalized  weakness. On  investigation,  he  was  
found  to have  an aspergilloma  in  the  tubercular  cavity [Table/
Fig-1].  He underwent a right  upper  lobectomy  in  Dec  2002.  The 
patient  was  symptom  free  for  3  years  post-surgery,  when  he 
again  started  having  cough  with  expectoration  from  2005.  He  
was  treated symptomatically  at  different  hospitals  since  then,  
without  any  relief.  Contrast enhanced  computerized  tomogra-
phy  scans  which were  done  repeatedly,  showed an  opacity  in 
the right  upper  zone [Table/Fig-2].

A diagnosis  of  recurrent  aspergillum  was  made  and  the patient  
was  treated  with  various anti- fungal  agents  with  short  spells  
of  symptomatic  relief.  In  April  2011, contrast enhanced  com-
puterized  tomography  of the chest  was  done,  which  showed  a 

Case Report

pleural  based  cavitatory  lesion  with  locules  of  gas  in  the right  
antero- lateral  chest  wall, which  measured  0.4 x 13 cms.  The 
distal  part  of  the  collection  was  abutting  the  right  pulmonary  
artery. The middle  lobe  of  the right  lung  was  also  reported  as  
collapsed.  In  view  of  the  previous history  and  the above  men-
tioned  findings,  a radiological  diagnosis  of  a recurrent  aspergil-
lum was  formed [Table/Fig-3 & 4]. The patient  was  planned  for  
right  poster  lateral  thoracotomy  with  excision  of  the fungal  ball  
with  or  without  pneumonectomy.

The pre-operative investigations showed

Hb  =  12.0,Pcv  =  29.5, TLC =  7170  N  60, Platelet  =  256000

PT  =  13/12, APTT = 24/24, RBS = 90

Urea = 26, Creatinine = 0.9

Chest  X- Ray - Middle  and  upper  zone  opacity  on  right  side. 
Minimal  effusion.

ECG  =Normal  study
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[Table/Fig-1]: Air –crescent sign seen in right lung apex
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swab  was  discovered  from  the  right pleural  cavity  space  in  the  
right  upper  lobe  of  the lung,  in close  proximity  to  the right prin-
cipal  bronchus.  The  distal  part  of  the cotton  fibre  swab  was  
abutting  the  right pulmonary  artery,  along  with  the collapse  of  
the right  middle  lobe [Table/Fig-5 and 6]. The  cotton  fibre  swab 
was  densely  adherent  to  the  lung  and  the right  bronchus  was 
intermediate  with  the enfolding of  the lung  parenchyma,  over  
the  swab.  A careful,  sharp  dissection  was  done, decortication  
of  the right  lower  lobe  and  the middle  lobe and  a rib  resection  
flap  were  done and  an intercostals  drain  was  put.  There was 
no evidence of a bronchopleural fistula. 

The post-operative chest  X- ray  revealed  complete  expansion  
of  the right  lung.  The purulent  material  which was drained  from  
the pleural  space  did  not  grow  any  fungus  on incubation. On  
the third  post-operative  day,  there  was  evidence  of  an air  leak,  
which  was managed conservatively.  The bronchopleural fistula  
persisted  for  3  months  with conservative  management.  The 
repair of  the bronchopleural  fistula  was  done  with a pectora-
lis  major  myocutaneous  flap. The recovery  was uneventful and  
there  was  no  evidence of  a bronchopleural fistula. 

dISCuSSIon

The  word  “gossypiboma”  (Latin  gossy- pium  =  cotton)  refers  
to  sponges,  towels  or  other  instruments  (laparotomy  pads,  
cotton  swabs  and  buds,  drains,  needles,  haemostats and  for-
ceps)  which are inadvertently  forgotten   within  the  human  body  
during  surgical procedures [2].  Though  this  term  specifically  
describes  the foreign  bodies  with  a cotton  matrix,  it  may  be  

2D  Echo =Normal  size  Left Ventricle

LVEF =  60%

On opening  the  thorax,  dense  adhesions  were  found  between  
the right  lung,  the pleura,  the mediastinal  structures  and  the 
diaphragm.  The  visceral  pleura  were  thickened,  with  the lung  
being densely  adherent  to  the  mediastinal  pleura.  At  thoraco-
tomy,  a  purulent, crumpled  and  putrid,  retained  cotton  fibre  

[Table/Fig-2]: Fibrotic streaks seen in right lung apex 

[Table/Fig-5]: Saggital view showed collapsed middle lobe apex and 
and opacity in the upper zone

[Table/Fig-4]: CT  Scan  showing  pleural  based  opacity  with
  mottled air lucencies 

[Table/Fig-6]: Pleural based collection abutting  right pulmonary artery

[Table/Fig-3]: Cystic area seen close to right anterior chest wall 
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employed  for  any  kind  of  retained  surgical  material.  Being first 
described  in  1884  3,  its  occurrence  has  several  remarkable  
aspects  which include  the risk  of  complications  (abscesses,  
fistulas,  perforations,  adhesions, migrations  within the contigu-
ous  organs,  or  remobilization  through  the vessels)  and  possible  
legal  consequences [4-6].

The  clinical  presentation  of  the Retained  Surgical  Foreign  Bod-
ies  (RSFBs)  may  be  acute  or  delayed.  While  many  RSFBs are  
identified  and  retrieved  immediately  or  shortly  after  a surgical  
wound  closure  , some  may  go  unnoticed  for  years  or   even   
decades.  

Gossypibomas  vary  in  radiological  manifestations  according  to  
their  location  and  the  chronicity  of  the  retained  gauze,  the type  
of  foreign  body  reaction  and  the presence  of  a  radiopaque  
marker.  On  plain  chest  radiographs,  a  gossypiboma  is mani-
fested  as  an  unusual  opacity  or  as  an  atypical  mass,  which  
generally  does  not  change  over  time. Computerized  axial  to-
mography  is  the  best  method  for detecting  a  sponge  and  for  
evaluating  the complications  [6].  The  typical  computerized axial  
tomography  feature  of  a retained  gauze  is  a  predominantly  
high- attenuating, central  mass  with  a  spongiform  pattern  of  air  
bubbles  and  a  hyper  dense,  well-enhancing  rim  [6-8].  Several 
hypotheses on the origin of the air bubbles have been suggested.  
The  air  bubbles  had  been  interpreted  as  an infection  or  even  
an abscess  [9,10].  Recently,  the air  bubbles  have  been  believed  
to  be  caused  by  the gas  which is trapped within  the  synthetic  
fibres  of  the surgical  gauze  which  may have been inadvertently  
left  in  place  during a previous  surgery. It has also been suggested  
that  the  air  can   remain  inside  or  that it can decrease  over  a  
period  of time  [9].  However,  our  case  suggested  a  different  
hypothesis  for  the  origin  of  the air  bubbles.  Our  case  showed  
the presence  of  a bronchopleural  fistula  in the immediate post-
operative  period  which was suggestive  of  the  presence  of  the 
communications  between  the cavity  and  the  bronchus.  Park et 
al., reported a similar case of a 59 year old man where the air cres-
cent which was within the gossypiboma resulted from the com-
munications between the mass and the adjacent bronchioles in 
the same way as in the development of the air bubbles [11]. There  
are  relatively  few  descriptions  of  the  imaging characteristics  of  
the intra- thoracic  swabs.  The  computerized  axial  tomography  
appearances  of  a  retained  intra- thoracic  swab  are  variable  
because  of  the  many  potential  anatomical  sites  in  the  thorax  
where  swabs  may  be  left.  Several  features should  alert  the  

radiologist  to  the  possibility  of  a  retained  swab.  The  highly 
unusual,  multilayered  appearance  which is shown  on  comput-
erized  axial  tomography  should not  be  attributed  to  a  simple  
lung  abscess  ( a loculated  empyema)  and  it would  be unlikely  to  
be  mistaken  for  any  other  mass  or  tumour.  The  predominantly  
high attenuation  central  “nidus”  represents  the  swab  (without  
the  presence  of  a  radiopaque  marker),  and  again, it  would  not  
be  a  feature  of  a  simple  abscess.  The low attenuation  layer  
outside  this  represents  the pus  which surrounds  the  swab  and,  
in   our case,  the  air- fluid  level  indicated  the communication  of 
the mass with  the  bronchial  tree.

ConCluSIon

Gossypibomas  are rarely seen following thoracic surgeries, and the 
patients are usually asymptomatic for a long period after the initial 
operation.Computerized  axial  tomography  is  the  best  method  
for detecting a sponge  and  for  evaluating the complications. 
Adequate   preventive measures should be taken to  avoid   all  the  
deleterious consequences of RSFBs,  which include   the  need for   
a re- operation.  
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