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Case report 

Gossypiboma - Successful retrieval through laparoscopy: A case report 
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A B S T R A C T   

Introduction: Numerous complications can occur after a surgery, but gossypiboma is undoubtedly the most un-
wanted and undesirable complication of a procedure for any surgeon with legal implications. Once suspected, the 
minimally invasive surgical approach should be considered for its management. 
Presentation of case: An adult P1L1E1 female presented to the surgery OPD with a painless abdominal mass which 
progressively increased in size in the past 4 months. She underwent emergency surgery for a ruptured ectopic 
pregnancy 6 months back at some other health centre. 
On computed tomography scan of the abdomen, a well-defined heterogenous cystic lesion of size 9.8 cm × 9.2 
cm × 7 cm was noted intraperitoneally. Few air foci with a hyperdense tubular structure within the lesion were 
seen, suggestive of a retained surgical sponge with its radio-opaque marker also visualised. 
The retained sponge was successfully retrieved by the laparoscopic approach. 
Discussion: Traditionally, the open approach for the removal of the sponge was more accepted compared to the 
laparoscopic approach. This was due to the belief that intense foreign body reaction and dense adhesions around 
the sponge may make the laparoscopic approach difficult. However, laparoscopy can prove to be beneficial with 
its advantages of early ambulation, reduced post-op pain, cosmetically improved results and shorter length of 
hospital stay. 
Conclusion: All precautions must be taken to avoid retention of surgical sponge post-surgery. Case reports in 
which laparoscopy is used to retrieve gossypiboma are rare. The authors recommend the use of laparoscopy as a 
therapeutic option in the event of such mishaps.   

1. Introduction 

The term gossypiboma is used to depict a retained surgical sponge in 
the body after a surgery [1]. Various synonyms such as textiloma, 
muslinoma, gauzeoma, cottonoma, have been used in literature [2–4]. It 
is an avoidable complication of a surgery which can be disastrous for the 
patient and have medico-legal implications for the surgeon. 

We report a case of a retained surgical sponge, 6 months after an 
emergency surgery in view of a ruptured ectopic pregnancy. The lapa-
roscopic approach was successfully used for the retrieval of the surgical 
sponge. 

This case has been reported in line with the SCARE criteria [5]. 

2. Case report 

An adult P1L1E1 female presented to the surgery OPD of Atal Bihari 
Vajpayee Institute of Medical Sciences and Dr Ram Manohar Lohia 

Hospital, New Delhi with a painless abdominal mass which progres-
sively increased in size in the past 4 months. She denied any history of 
fever, vomiting, or obstruction of bowel. She underwent emergency 
surgery for a ruptured ectopic pregnancy 6 months back at some other 
health centre. She also had a caesarean section 4 years back at some 
other hospital. 

On abdominal examination, two vertical paramedian scars of pre-
vious surgeries were visible in the infra-umbilical region. A well- 
defined, large, cystic swelling of size approximately 10 cm × 10 cm 
occupying the centre of abdomen was palpable (Fig. 1). The swelling 
was mobile in all directions. Blood work was unremarkable. On 
computed tomography scan of the abdomen, a well-defined heteroge-
nous cystic lesion of size 9.8 cm × 9.2 cm × 7 cm was noted intraperi-
toneally. Few air foci with a hyperdense tubular structure within the 
lesion were seen, suggestive of a retained surgical sponge with its radio- 
opaque marker also visualised (Fig. 2). 

Laparoscopic removal of the retained surgical sponge was planned. 

* Corresponding author. 
E-mail address: rohitchauhan93@yahoo.com (R. Chauhan).  

Contents lists available at ScienceDirect 

International Journal of Surgery Case Reports 

journal homepage: www.elsevier.com/locate/ijscr 

https://doi.org/10.1016/j.ijscr.2021.106109 
Received 1 May 2021; Received in revised form 8 June 2021; Accepted 8 June 2021   

mailto:rohitchauhan93@yahoo.com
www.sciencedirect.com/science/journal/22102612
https://www.elsevier.com/locate/ijscr
https://doi.org/10.1016/j.ijscr.2021.106109
https://doi.org/10.1016/j.ijscr.2021.106109
https://doi.org/10.1016/j.ijscr.2021.106109
http://creativecommons.org/licenses/by-nc-nd/4.0/


International Journal of Surgery Case Reports 84 (2021) 106109

2

The procedure was performed by the unit head with a career of 20 years 
in advanced laparoscopy. With the patient laid supine and under general 
anaesthesia, the Veress needle was inserted at the Palmer's point to 
create pneumoperitoneum [6]. The periumbilical entry site was avoided 
in view of the large, central, cystic swelling, and in anticipation of dense 
adhesions around it. A 5 mm trocar was inserted at the Palmer's point 
after removing the Veress needle. A 0o high definition telescope was 
used for laparoscopy through the 5 mm port. Rest of the ports were 
inserted under vision at positions as depicted in Fig. 3. A 10 mm 
epigastric port to the left of falciform ligament was inserted and another 
10 mm port at the level of umbilicus in the anterior axillary line. 

Intra-operatively a large cystic mass containing the surgical sponge 
encapsulated by omentum was found (Fig. 4). The mass was densely 
adhered to parietal wall at the previous incision site. Careful dissection 
was done to release the omental adhesions from the parietal wall using 
an ultrasonic energy device. Posterior dissection was not done since the 
cyst wall was adherent to the bowel. The cyst was opened at its apex and 
approximately 300 ml exudative fluid was suctioned. The surgical 

sponge was seen lying inside the cyst. It was taken out from the cavity 
and retrieved through anterior axillary port in a way similar to the 
gastric sleeve of sleeve resection. The cyst was marsupialized by excising 
the thick cyst wall all around its opening. After a thorough peritoneal 
lavage, a 16 Fr drain was placed in the pelvic cavity through the left 
lower quadrant port. All port sites were closed using nylon suture. Post- 
operatively, the patient was given intravenous injection ceftriaxone. 

Histopathology of the cyst wall was suggestive of chronic granulo-
matous inflammation. Culture of the cyst fluid was sterile. The patient 
was mobilized on post-operative day (POD) 1 and allowed oral liquid 
diet on POD2. The pelvic drain was removed on POD4 in view of 
decreased output (<30 ml) and the patient was discharged on the same 
day. No complications were encountered at a four-week follow-up. 

3. Discussion 

Despite the advancement of techniques in modern surgery, the age- 
old problem of retained surgical sponge remains a nightmare for 

Fig. 1. Pre-op image of the large swelling in the centre of the abdomen.  

Fig. 2. Arrow mark showing radio-opaque marker in the CT image of the abdomen.  
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surgeons. Wilson et al. first reported a case of gossypiboma in 1884 [7] 
and its incidence varies between 1 in 8000 to 18,000 abdominal sur-
geries [8]. 

Gossypiboma has variable presentation depending upon the size, 
site, and inflammatory response. The patient may remain asymptomatic 
for a variable period or may present with vague pain and formation of a 
mass. An exudative response leads to abscess formation around the 
foreign body whereas an aseptic fibrinous response leads to encapsula-
tion of the surgical sponge by avascular tissue. Often, the sponge erodes 
into the bowel wall due to pressure leading to fistula formation and 
rarely, can even be extruded with faeces [9,10]. 

Emergency procedures with heavy blood loss, change of scrub nurse, 
long duration surgeries, and obese patients are some of the major risk 
factors for this condition identified by Lincourt et al. [11]. In our case 
emergency surgery for ruptured ectopic pregnancy is the risk factor. 

X-ray, ultrasound, computed tomography, and magnetic resonance 
imaging can all aid in the diagnosis of gossypiboma. Presence of a mass 
with air-foci within it, and a radio-opaque marker can straightaway lead 
to the diagnosis, as was in our case. However, expert radiological 
opinion may be needed in the absence of such marker [12,13]. 

Traditionally, the open approach for the removal of the sponge was 
more accepted compared to the laparoscopic approach. This was due to 
the belief that intense foreign body reaction and dense adhesions around 
the sponge may make the laparoscopic approach difficult. However, 
laparoscopy can prove to be beneficial with its advantages of early 
ambulation, reduced post-op pain, cosmetically improved results and 
shorter length of hospital stay. There are limited case reports of lapa-
roscopic removal of gossypiboma and therefore this approach should be 
encouraged to minimize morbidity to the patient [14]. 

4. Conclusion 

Gossypiboma can not only lead to significant morbidity to the pa-
tient, but can also lead to serious medico-legal consequences along with 
public and professional embarrassment to the surgeon. It is thus the 
combined responsibility of the surgeon and nursing staff to prevent such 
errors at all cost. The authors recommend the use of laparoscopy as a 
therapeutic option in the event of such mishaps. 
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Fig. 3. Position of the laparoscopic ports.  

Fig. 4. Retrieval of the surgical sponge from the cyst encapsulating it.  
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