DOI: 10.7860/JCDR/2015/15927.6978

Obstetrics and Gynaecology
Section

ABSTRACT

Case Series

A Case Series on Gossypiboma -
Varied Clinical Presentations and Their
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Retained surgical sponges in the peritoneal cavities are an infrequent operative/surgical complication and an error which is avoidable.
The unfortunate situation of forgotten or missed foreign bodies after any surgical procedure may lead to medico legal problems. Though
gossypiboma can be found at any operative site but intraperitoneal cavity is the most frequent site reported in literature. Over a period of
three years, June 2009-2012, we conducted retrospective analysis of case summaries of eight patients who underwent re-laparotomy
for retained surgical sponge at our institute. Pre operative diagnosis was made in 7out of 8 patients, 5 of whom underwent re-laparotomy
and one had sponge removed through the caesarean incision, while in another it was removed per-vaginum through the open vault (post
hysterectomy). In one patient, gossypiboma was an incidental finding on laparotomy done for adnexal mass. There was no mortality in

any of the cases.

CASE REPORTS
CASE 1

A 42-year-old multiparous lady, two weeks post total abdominal
hysterectomy for menorrhagia at a private hospital presented to us
with abdominal distension, fever and pain abdomen. Imaging with
ultrasonography and Computerized Tomographic scan for clinical
suspicion of gossypiboma revealed minimal free fluid in peritoneal
cavity and features of sub-acute intestinal obstruction and no
retained sponge. She improved on conservative management.
Two months later, she again presented with faeculent discharge
through vaginal vault. On examination, surgical sponge along with
faecal matter was seen coming out through the vault which was
removed vaginally. Laparotomy, peritoneal lavage and colostomy
was done for management of colonic fistula. She was discharged in
a satisfactory condition with a functioning colostomy.

CASE 2

A 56-year-old patient, presented with pain abdomen one month
after staging laparotomy, total abdominal hysterectomy and bilateral
salpingo-ophorectomy for malignant ovarian tumour. General
measures did not relieve her pain. CECT for suspicion of lump in right
hypochondrium led to diagnosis of gossypiboma. Relaparotomy and
removal of surgical sponge was done uneventfully. Intraoperative,
gut was found adherent to sponge in sub hepatic region, without
any fistulous tract in gut loops. Most probably the sponge was left
inadvertently when it was used to pack the gut away from operating
field. The patient had an uneventful recovery.

CASE 3

Three weeks post emergency LSCS for fetal distress, came in
emergency ward with complaint of fever, pus discharge from
abdominal wound for three days. On exploring the wound, tail end
of surgical sponge was seen coming out at one end. It was removed
under local anaesthesia, through the abdominal incision without any
complications. She was discharged in good condition allowing for
secondary healing of wound.

CASE 4

Gossypiboma was incidental finding in a patient who underwent
exploratory laparotomy for presumptive diagnosis of ovarian
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tumour. Retrospectively, she had undergone emergency LSCS one
year back. The sponge was found lying adherent to uterovesical
fold of peritoneum and was removed uneventfully, which might
have been kept on the incision line for haemostasis during LSCS.
Preoperative imaging was not suggestive of foreign body as it was a
well circumscribed mixed echogenicity mass lying anterior to uterus
and clinically it was suspected to be adnexal mass with torsion as
there was history of pain lower abdomen.

CASE 5

Three months post staging laparotomy for mucinous cyst
adenocarcinoma, the 50-year-old patient was referred to us with a
diagnosis of recurrence of tumour. CECT done for mass abdomen
had revealed a tumour mass in pelvis extending up to umbilicus
and there was suspicion of gossypiboma. Relaparotomy was done
for debulking and sponge removal. Tumour mass was removed
and the surgical sponge was found on exploration lying deep in
pelvis, buried beneath the adherent gut loops. Gut loops were
intact forming the wall of cavity containing the sponge, without any
fistulous communication.

CASE 6

Two weeks post emergency peripartum hysterectomy came to us
with features of puerperal sepsis. Ultrasound done in our department
was suggestive of foreign body in the peritoneal cavity in right
flank as a mixed echogenicity mass in a whorled manner, which
was confirmed by CECT. The patient was started on antibiotics for
control of sepsis. Relaparotomy was done after gut preparation,
which revealed inflamed gut loops adherent to the sponge in the
abdomen. It was removed without any complications. She had an
uneventful recovery.

CASE 7

An 8 months post emergency peripartum hysterectomy for scar
rupture presented with lump abdomen and fever. She had presented
3 weeks postoperative with same symptoms to another institute,
where she was treated for sepsis and improved on conservative
management as USG was unremarkable. CECT for persistent pain,
fever and mass abdomen revealed a gossypiboma. Relaparotomy
was done for its retrieval. It was found burying into lumen of intestinal
loop. Fistulous tract was excised and end-to-end anastomosis was
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[Table/Fig-1]: Summary of the cases.

CASE SURGERY PRESENTING SYMPTOMS DURATION SINCE SURGERY | DIAGNOSTIC MODALITY | GOSSYPIBOMA RETREIVAL | GUT PERFORATION

1 TAH Fever, pain, 2 month CECT(not Spontaneous Yes
(DuB) Distension detected) Through vaginal vault

2 TAH BSO Pain, mass abdomen 1 month CECT Relaparotomy No
(Ca. ovary)
Em. LSCS Abdominal Wound discharge 3 weeks Clinical Abdominal wound No

4 Em. LSCS Adnexal mass 1 year USG Relaparotomy No

(for adnexal mass)

5 TAH BSO Mass abdomen 3 month CECT Relaparotomy No
(Ca. ovary)

6 Peripartum Sepsis 2 weeks USG, CECT Relaparotomy No
hysterectomy

7 Peripartum Sepsis, mass abdomen 8 months CECT Relaparotomy Yes
hysterectomy

8 Ovarian cystectomy Lump, pain 1 year USG, CECT Relaparotomy Yes

LSCS-lower segment cesarean section, USG-ultrasonography, CECT-contrast enhanced computerized tomography, TAH-Total abdominal hysterectomy

carried out. Postoperative recovery was satisfactory and she was
discharged in a good condition.

CASE 8

One year post ovarian cystectomy for benign ovarian tumour,
a patient presented with USG diagnosis of recurrent adnexal
mass. CECT revealed pelvic mass with air foci in it suggestive of
gossypiboma. Relaparotomy revealed a surgical sponge buried into
the lumen of multiple gut loops surrounding the sponge. Resection
and end —to-end anastomosis was done. Postoperative period
was uneventful with no anastomotic leak. Summary of all case is
presented in [Table/Fig-1].

DISCUSSION

Gossypiboma literally means “cotton” derived from Latin word
Gossypium and “a place of concealment” for Swahili word ‘boma’
[1,2]. When found in the peritoneal cavity, these are infrequent,
avoidable operative complication [3]. These retained foreign bodies
after surgical procedures, which may be left behind inadvertently are
a matter of concern, as these are a cause of medico-legal issues
[1,4].

Wilson reported the first case of gossypiboma in 1884. The
actual incidence of gossypiboma is difficult to determine, as the
condition is usually under-reported because of associated medico
legal implications [5]. Though it can be found at any operative site
but intra-peritoneal cavity is the most frequent site reported in
literature as was seen in our patients. It occurs once in 100-5000
of all surgical interventions and one per 1000-1500 for all intra-
abdominal operations [6], although this represents only tip of the
iceberg. Other uncommon sites reported are chest, extremities,
CNS and breast [7,8]. The retained surgical sponge can have varied
presenting features and can mimic various pathologies, which
lead to unnecessary diagnostic and therapeutic interventions,
further increasing the morbidity. Gossypiboma retained in the body
after surgery causes foreign body reactions which may vary from
infection or abscess formation to a latent period of many months
to years before being discovered as usually there are no specific
clinical manifestations [9-11]. As cotton fibers are biochemically
inert, therefore surgical sponge usually does not cause any specific
reaction in the body, but may lead to adhesions and granuloma
formation around them and become encapsulated — the aseptic
fiorous reaction [12] as was seen in cases no 4. If secondary
bacterial infection occurs in the post operative period, it can cause
fistula formation [13], the risk increases with the duration of sponge
being retained in the abdominal cavity, as was seen in case no.1,
7 and 8.

The presentation may be acute or sub acute. In acute manifestations
of gossypiboma, there may be non-specific abdominal pain, vague
abdominal lump, nausea/vomiting and abdominal distension

suggesting intestinal obstruction in the immediate post-op period
[14] as was seen in case no.1,2 and 7. The palpable mass in the
abdomen may be confused with soft tissue tumour according to
its location, as in case 4 the gossypiboma was misdiagnosed as
adnexal mass, which may further lead to unnecessary interventions
in the form of biopsy and imaging studies, as was also reported as
dermoid cyst of ovary in a post caesarean patient [5].

Similarly, gossypiboma in intrathoracic cavity, paraspinal area,
rarely after breast surgery and even endonasal surgery present with
symptoms and signs related to their location as persistent cough,
shoulder tip pain, backache, breast carcinoma and nasal discharge
respectively [12].

Extensive inflammatory reaction may lead to fistula formation and
erosion into the adjacent hollow viscous or gut as in case 1and 8 in
whom the sponge was retained for longer duration. This happens
over a period of months to years during which patient may present
with pain abdomen, abdominal mass, malabsorption, diarrhea and
weight loss. In a few cases, once the gauze goes into the gut lumen,
the peristalsis of gut may lead to spontaneous expulsion per rectum
[14]. The intestinal loop closes after complete migration of sponge
[15]. In case 1, there was fistulous communication with gut, the
sponge was expelled through vaginal vault.

In a study by Jaffary et al., mass abdomen was the most common
presentation (50%) followed by features of intestinal obstruction
(43%) [16]. Another study by Moyle describes pain (42%), mass
abdomen (27%) and fever (12%) as the presenting symptoms [17].
In the present study, 4/8 (50%) presented with mass abdomen and
sepsis each while pain was the presenting complaint in three of
them along with other features.

Gynecological surgery is responsible for retained sponge in more
than half of surgical cases (53%) [18]. The risk factors reported
are emergency surgery, unexpected change in surgical procedure,
change of operating surgeon, uncontrolled haemorrhage, obesity
[15,19]. In our study, 4 of the eight reported cases were emergency
surgeries, with excessive intraoperative haemorrhage.  The
preoperative diagnosis needs a high index of suspicion, to be
confirmed with imaging studies [14-17]. Abdominal radiograph is first
line investigation which may show a whorl-like pattern ofimpregnated
thread. It may also present as encapsulated heterogeneous mass
with air bubbles in it [3], or calcified mass in contact with gut loops or
bladder as seen in case no. 4. Some sponges, if impregnated with
radiopaque thread, may be easily seen on plain X-ray abdomen. Use
of ultrasound, MRI and CECT is also well documented for diagnosis
of gossypiboma. CECT was the confirmatory diagnostic modality in
our study in almost all cases while it was missed even on CECT in
case no. 1even when clinical index of suspicion was high. In case
of fistula formation and intrusion into the gut, contrast studies may
help site and extent of the complication, but are usually not required
as re-laparotomy is always warranted for its management.
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Ultrasound features suggesting gossypiboma are, a wavy
internal echoes inside a well defined cystic mass surrounded by
a hypoechoeic ring and posterior acoustic shadowing because of
the sponge as in case no. 6 . In the solid type, it is the complex
mixed echogenicity mass. CECT is the investigations of choice for
suspected gossypiboma, which shows a soft tissue mass that does
not enhance and has a space occupying effect [12]. Spongiform
appearance is typical finding on CT scan and marked enhancement
with contrast [20]. On MRI, whole internal configuration on T2-
weighted and hypo intense on T1- weighted [21] according to fluid
filed (abscess) or fibrotic encapsulation of the retained sponge.
PET CT [22] is also reported as a tool for diagnosis. The fibrotic
inflammatory capsule shows high uptake of FDG and low central
uptake because of gauze itself.

Sometimes, the surgical sponge with a radio opaque marker, can
be picked up on X-ray or CT scan [1] but may be fragmented if
retained for longer duration and therefore undetectable [1,2]. In
order to decrease the incidence of retained foreign body, new
technologies in the form of electronic article surveillance system
which can identify tagged surgical sponge electronically are being
developed [8].

Management: Surgical management is the optimal management
once gossypiboma is diagnosed. If superficial, it can be retrieved
from the skin wound or excision of sinus tract can be carried out [3]
as was carried out in case number three, and no further intervention
was needed. Most of the patients require surgical exploration under
anaesthesia for retrieval of the sponge, as was done in other patients
in our study.

The interval between primary surgery and re-exploration varies from
weeks to years and longest report is 40 years [16] according to
host tissue reaction. In our patients it varied from weeks to months
to maximum one year. Laparoscopic removal is also documented.
Rarely, as was reported in one case [2], a gossypiboma after
transabdominal surgery for renal cell carcinoma was left untreated
as it was not causing any intestinal symptoms.

With the advancement in field of endoscopic surgeries, the incidence
of retained sponges may decrease. Still, human errors tend to occur
and prevention of gossypiboma remains elusive to surgeons till date.
The importance of accurate sponge count, once before the surgical
procedure and twice after the surgery is universally recommended
[3]. If the count is incomplete intraoperative, a thorough search
is made and if still not found, a radiograph is mandatory. Most
of the cases of retained sponge are with accurate postoperative
count. Early recognition of this entity will ensure prompt institution
of appropriate treatment, reducing morbidity and mortality in such
patients.

Medicolegal issues: There are no set guidelines or laws which
directly address this issue in India. All efforts are made to prevent
this complication and if it happens, it should be managed with audit
of the system and of the operating team with the best possible
management of the patients [3]. Gossypiboma is considered to be
the classic example of medical negligence as the operating surgeon
has failed to achieve the standard of care, defined as ‘a care needed
for a medical doctor who has same situations and same conditions
in consideration of scientific and technique developing level of
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medicine science, labor conditions, and educational level of medical
doctor [23]. It is difficult to decide whether gauze left in the abdomen
is always due to a real lack of quality on the part of the surgeon or
of the theater nurse. In some places as per law, legal responsibilities
of retained foreign body lies with the operating surgeon even for the
errors committed by the members of his surgical team [24].

CONCLUSION

Gossypiboma is rarely reported because of the long latent period
of clinical manifestations of retained sponges and hence low index
of suspicion. The actual management is usually delayed as correct
diagnosis is difficult. If diagnosed early, morbidity can be reduced
by timely intervention.

REFERENCES

[1] Garg M, Aggarwal AD. A Review of Medicolegal Consequences of Gossypiboma
J Indian Acad Forensic Med. 2010;32(4):358-61.

[2] Rajput A, Loud PA, Gibbs JF, Kraybill WG. Diagnostic challenges in patients
with tumours: case 1. gossypiboma (foreign body) manifesting 30 years after
laparotomy. J Clin Oncol. 2003;19:3700-05.

[3] Ashauo ME, N, Mdosen J, Ehpo R, Agbor C, et al. Acute abdomen from
gossypiboma. A case series and review of literature. Nigarian J of Surg Res.
2006;8:174-76.

[4] UmnumaJ. Gossypiboma and its implications. J West Afr Coll Surg. 2012;2(4):95-
105.

[5] Rafat D, Hakim S, Sabzposh NA, Noor N. Gossypiboma mimicking as dermoid
cyst of ovary: a case report. J Cin Diagnostic Research. 2015;9(3):QD01-2.

[6] Irabor DO. Under-reporting of gossypiboma in a third world country. Health.
2012;4:56.

[7] Shechan RE, Sheppard MN, Hansell DM. Retained intrathoracic surgical swab:
CT appearances. J Thorax Imaging. 2000;15:61-64.

[8] Corbun N, Noyvat F, Agildere AM. CT features of a pericardial gossypiboma.
Euro Radiol. 1999;9:728-30.

[9] AlIMehmet A, Gezercan Y. Textiloma: a case of foreign body mimicking a spinal
mass. Eur Spin J. 2006;15:626-29.

[10] Erdil A Kilciler G, Ates Y, et al. Tranogastric migration of retained intraabdominal
surgical sponge: gossypiboma in the bulbus. Intern Med. 2008;47:613-15.

[11] HU SC, Pang HL, Hoceh HF. Gossypiboma retained surgical sponge: report of a
case. Gastro enterol J Taiwan. 2005;22:329-37.

[12] Manzella A, Filho PB, Albuquerque E, Farias F, Kaerchor J.
gossypibomas: Pictorial review. AJR. 2009;193:s94-101.

[13] Godara R, Marwah S, Karwasra RK, et al. Spontaneous transmural migration of
surgical sponges. Asian J Surg. 2006;29:44-45.

[14] Khan HS, Malik AA, Ali S, Naeem A. Gossypiboma as cause of intestinal
obstruction. J Coll Physicians Surg Pak. 2014;24(Suppl 3);S188-89

[15] Patel KK, Patel KS, Gorad KP, Poenchal AH, Arora SS, Gautam RP. Saudi J
Gastroenterol. 2010;16:221-22.

[16] Jaffary SAA, Asim SS, Amearu S, Shamia SM. Retained surgical sponge following
abdominal surgery. JLUMHS. 2010;9:58-63.

[17] Moyle h, Hines OJ, McFadden DW. Gossypiboma of the abdomen. Arch Surg.
1996;131:640-43.

[18] Iglesias AC, Salomas RM. Intraabdominal gossypiboma — study of 15 cases. Rev
Col Bras Cir. 2007;34:105-13.

[19] Gawande AA, Studdere DM, Oraw EJ, Brennan TA, Zinner MJ. Risk factor for retained
instruments and sponges after surgery. N Eng J Med. 2003;348:229-35.

[20] Fong YC, Lin WC, Hsu HC. Intrapelvic migration of a Kieschner wire. J Chin Med
Assoc. 2005;68:96-98.

[21] O’Conn A, Coaklay F, Meng M, Eberra S. Imaging of retained surgical sponge in
the abdomen and pelvis. AJR. 20083;180:481-89.

[22] Yuh-Feng T, Chin-Chu W, Cheng-Tau S, et al. FDG PET CT features of an
intraabdominal gossypiboma. Clin Nucl Med. 2005;30:561-63.

[23] Tarik U, Gokhan DM, Sunay YM, Mahmut A. The medico-legal importance of
gossypiboma. 4th Mediterranean Academy of Forensic Science Meeting, 14-18
October 2008, Antalya-Turkey. Abstract CD of Poster Presentations, 2009: 82-
83.

[24] Jackson JZ. A primer on the unhappy defense of the surgeon in a retained
sponge case. Med Law Update. 2003;3(3):10-13.

Imaging of

PARTICULARS OF CONTRIBUTORS:

1. Assistant Professor, Department of Obstetrics and Gynaecology, Post Graduate Institute of Medical Education and Research, Chandigarh, India..

2. Professor, Department of Obstetrics and Gynaecology, Post Graduate Institute of Medical Education and Research, Chandigarh, India.

3. Assistant Professor, Department of Obstetrics and Gynaecology, Post Graduate Institute of Medical Education and Research, Chandigarh, India.
4 Associate Professor, Department of Obstetrics and Gynaecology, Post Graduate Institute of Medical Education and Research, Chandigarh, India.

NAME, ADDRESS, E-MAIL ID OF THE CORRESPONDING AUTHOR:
Dr. Seema Chopra,

Assistant Professor, Department of Obstetrics & Gynecology, PGIMER, Sector 12, Chandigarh, India.

E-mail : drseemachopra@yahoo.com, seemasyal769@yahoo.co.in

FINANCIAL OR OTHER COMPETING INTERESTS: None.

Journal of Clinical and Diagnostic Research. 2015 Dec, Vol-9(12): QRO1-QR03

Date of Submission: Jul 27, 2015
Date of Peer Review: Oct 19, 2015
Date of Acceptance: Nov 02, 2015

Date of Publishing: Dec 01, 2015



