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IntRoductIon

Gossypiboma is a serious iatrogenic but avoidable complication and 
it usually goes unreported because of  its medico legal implications. 
Author has operated upon two such cases of  migratory surgical 
gossypiboma in last 10 years but is only reporting the second such 
case. This case is being reported to highlight the need of  keeping 
possibility of  gossypibomain case of  unresolved postsurgical pain 
abdomen and need for proper counting of  mops and pads after 
prolonged and difficult surgeries. These types of  complications 
occur much more commonly in third world and developing 
countries where surgeries especially abdominal hysterectomies are 
carried out in less desirable and compromising conditions and fear 
of  medico legal implications are much lesser.

case RepoRt

This 45-year-old patient was referred by gastroenterologist as 
surgical emergency with signs of  perforative peritonitis following 

attempted colonoscopic retrieval of  intra luminal ileal mass. The 
plain X-ray chest with both domes of  diaphragm showed gas under 
right dome of  diaphragm. Patient was resuscitated and taken up 
for emergency laparotomy. Preoperative abdominal examination 
showed two healed scar marks on in right sub costal region (open 
cholecystectomy scar) and lower abdomen pfannelstiel incision 
(Abdominal hysterectomy scar). On exploration about 500 ml 
of  bile stained fluid was found and small bowel perforation was 
noticed about 20 cm from ileocecal junction. A large thick wall 
ileal loop with some unusual intra luminal mass was felt. Ileal mass 
was resected along with perforated site with end-to-end ileal–ileal 
anastomosis. Patient had postoperative wound infection which 
responded to the antibiotic and other supportive measures. On 
incision of  resectedileal loop [Figures 1 and 2] abdominal sponge 
was retrieved [Figure 3].

dIscussIon

One hundred seventy eight (178) reports from the period 
(1978–2011) were identified via the National Library of  
Medicine’s Medline. Review of  literature and Medline search 
revealed 45 reported cases of  trans mural migration of  
surgical sponges following abdominal surgery during period 
of  2000–2010.[1] Incidence of  Retained surgical sponge or 
gossypiboma occurs at a one per 100–3000 operations;[2]

however, surgeons may not report these events for fear of  
litigation and adverse publicity therefore true incidence will 
never be known. gossypiboma (mean patient age 49 years, 
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abstRact

Forgotten foreign bodies, such as cotton sponges, gauze, or 
instruments, after any surgical procedure is considered a 
misadventure but avoidable complication. “Gossypiboma” 
denotes a mass of cotton that is accidentally retained in the body 
postoperatively. This study’s goal was to systematically review 
the literature on retained sponges to identify incidence, site of 
occurrence, time of discovery, methods for detection, pathogenesis 
for intraluminal migration and risk factors. Author is reporting 
this case in which a 45-year old woman presented with features 
of chronic pain abdomen following abdominal hysterectomy (first 
surgery) which lead to open cholecystectomy (second surgery) 
after two and half year of first surgery. As patients continued to 
have persistent abdominal pain in spite of second surgery patient 
went to medical gastroenterologist who advised her series of tests 
including colonoscopy examination. The whole colon was normal 
on examination but on examination of terminal portion of small 
bowel some intraluminal mass was visualized. Attempt to retrieve 
this mass lead to iatrogenic ileal perforation.
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range 6–92 years) were most commonly found in the abdomen 
(56%), pelvis (18%), and thorax (11%). Average discovery time 
equaled 6.9 years (SD 10.2 years) with a median (quartiles) of  
2.2 years (0.3–8.4 years). The most common detection methods 

were computed tomography (61%), radiography (35%), and 
ultrasound (34%). Pain/irritation (42%), palpable mass (27%), 
and fever (12%) were the leading signs and symptoms, but 6% 
of  cases were asymptomatic. Complications included adhesion 
(31%), abscess (24%), and fistula (20%). Risk factors were case 
specific (e.g., emergency) or related to the surgical environment 
(e.g., poor communication) but most retained sponges, in fact, 
occur after “normal” swab counts, perhaps falling outside the 
human safeguards designed to prevent these types of  errors. [3] 
The present case report and review of  literature suggests that 
possibility of  a retained foreign body should be in the differential 
diagnosis of  any postoperative patient who presents with pain, 
infection, or palpable mass. Had this possibility was kept in 
mind the cholecystectomy (second surgery) might have been 
avoided in instant case. In the study conducted by Bani-Hani 
et al., ten out of  eleven (91%) patients required reoperation 
to remove the retained sponge and to manage the resulted 
complications, including bowel obstruction and fistulae.[4] If  
diagnosis is made early, laparoscopic retrieval may be feasible[5] 
and patient would have been saved of  agony of  undergoing two 
major surgical operations and its risk of  associated morbidity 
and mortality. Pathologically, a retained sponge may lead to 
foreign body reactions of  two types: Formation of  foreign 
body granuloma due to aseptic fibrinous response, or exudative 
reaction leading to abscess formation,[6] Migration of  retained 
sponge into bowel is rare compared to abscess formation and 
occurs as a result of  inflammation in the intestinal wall that 
evolves to necrosis.[7] The intestinal loop closes after complete 
migration of  sponge.[3,5] Peristaltic activity advanced the mop 
usually to stay in the terminal ileum, resulting in obstruction. [7,8] 
The universal guidelines should be strictly followed as stated 
by the American College of  Surgeons in October 2005; only 
radio opaque sponges should be used, accurate sponge counts 
should be performed before the procedure, and before and 
after closure of  the abdomen. Also, a meticulousexamination 
of  the abdomen should be done before closure.[6,9] An electronic 
article surveillance system which uses a tagged surgical sponge 
that can be identified electronically has been examined.[10] Bar 
codes can be applied to all sponges, and with the use of  a bar 
code scanner the sponges can be counted on the back table.[11] 
The small sponges should not be used during laparotomy and 
compresses should only be used intraperitoneally, one at a time, 
mounted on forceps.[12] The most importantly is “Prevention of  
three “never events” in the operating room: Fires, gossypiboma, 
and wrong-site surgery”. [13] Irrespective of  the rarity of  reports, 
operating teams should take care to count swabs used in all 
procedures. Surgeons should develop a habit of  performing 
a brief  but thorough routine postoperative wound and cavity 
exploration prior to wound closure.[14]
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