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Introduction: Gossypiboma is the accidental retention of surgical gauze with inflammatory reaction in the body cavity after surgical 
procedures. It is an uncommon but preventable surgical mistake. This serious medical condition could have a substantial impact on 
morbidity and mortality as well as medico-legal issues.
Case Report: We present here a case of a 30-year-old female referred to our surgical outpatient department with progressive lower 
abdominal swelling, pain, and low-grade fever of 4 months' duration after she had undergone cesarean section 6 months back at the 
primary hospital. On physical examination, she was tachycardic and had a 15×15 cm firm, mobile, non-tender, infra-umbilical 
abdominal mass. Abdominal ultrasound suggested possible gossypiboma, which was confirmed after exploratory laparotomy.
Discussion: Any type of surgery can be a reason for retained surgical gauze, but its incidence can be significantly reduced if surgical 
checklists are used seriously and routinely in every patient. A strong index of suspicion continues to be crucial in the diagnosis of 
surgical gauze retention, particularly when a patient has experienced an unexplained bad course following surgery.
Conclusion: : In patients who present with palpable abdominal mass and a history of previous abdominal surgical operations, the 
diagnosis of gossypiboma should be included in the differential diagnosis. Prevention of retained surgical items is the collective 
responsibility of the surgical team, the nursing team, and operation theatre technicians. Furthermore, strict measures should be 
implemented to avoid it.
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Introduction
Gossypiboma, textiloma, or retained foreign object is a post-surgery complication due to foreign materials, such as 
a surgical gauze, inadvertently left inside a patient’s body. The term gossypiboma comes from the Latin “gossypium”, 
which means cotton, and the Swahili word “boma”, which means a place to hide.1 Although it is a rare surgical 
complication, it can have serious morbidity and death consequences.

The majority of gossypiboma cases are found within a few days of surgery. However, they can go unnoticed 
for years.2,3 Late-presenting gossypibomas can cause considerable diagnostic confusion, so they should be 
considered as a differential diagnosis in patients with intra-abdominal masses who have had surgery in the 
past. Since clinical diagnosis is difficult to make, imaging techniques including conventional radiography, 
ultrasonography, computed tomography, and magnetic resonance imaging (MRI) may be used to make an accurate 
diagnosis.3

Medico-legal implications may cause many instances to be shelved, especially in underdeveloped nations, making it 
impossible to determine the incidence. Report from literature showed that an estimated 1:1000 to 1:1500 intra-abdominal 
surgeries result in a retained foreign body.4
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Case Report
Case Presentation
The patient was a 30-year-old female who presented to our surgical outpatient department with progressive lower 
abdominal swelling of 4 months' duration after she was referred from another hospital. Associated with this she had 
intermittent dull aching lower abdominal pain, unquantified weight loss, and low-grade intermittent fever. She 
had undergone cesarean section 6 months back for intrauterine fetal death (IUFD) with hydrocephalus at the primary 
hospital. She was diagnosed to have sepsis of wound focus with surgical site infection and superficial wound dehiscence 
on the 7th post-operative day which was treated with broad-spectrum intravenous antibiotics and wound care. She stayed 
in the hospital for 11 days; the wound closed, and the patient was discharged with improvement. Otherwise, the patient 
had no concomitant morbidity, no other surgical or medical history, and no relevant family history.

Clinical Findings
On physical examination, she was tachycardic, but other vital signs were within the normal range. There was a 15×15 cm 
firm, mobile, non-tender, infra-umbilical abdominal mass with more on to the left side (Figures 1 and 2). There was also 
a transverse scar in the suprapubic area.

Figure 1 Lower abdominal mass (lateral view).

Figure 2 Lower abdominal mass with suprapubic transverse scar (AP view).
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Diagnostic Assessment
White blood cell count was 10,500 with a 78% neutrophil percentage. Abdominopelvic ultrasound showed a 7×7.7cm 
large and ill-defined homogeneously shadowing left lower abdominal mass lesion with increased adjacent mesenteric fat 
reflectivity (Figure 3) with an impression of gossypiboma. With a possible working diagnosis of gossypiboma, she was 
admitted to the surgical ward for elective exploratory laparotomy.

Therapeutic Intervention
After informed consent was taken, exploratory laparotomy under general anesthesia was performed by a general surgeon 
with assistance of 3rd-year surgery resident. After prophylactic antibiotics were given, a midline incision was done. Intra- 
operatively, a boggy intraperitoneal mass was found, around 15×15 cm, formed by the omentum, mid-ileum, and 
descending and sigmoid colons (Figure 4). There was one big piece of gauze with 200 mL of thick offensive pus in 
a well-formed cavity formed by the above structures, and the gauze had eroded the antimesenteric side of the involved 
ileum 100 cm proximal to the ileo-cecal valve with a 0.5×0.5 cm size perforation (Figures 5 and 6). To safely remove the 
mass, meticulous adhesiolysis and full cavity dissection with blunt and sharp dissection were performed. Upon opening, 
the mass showed retained surgical gauze with thick pus (Figure 7). After ileal perforation was refreshed and repaired, 
peritoneum was washed with warm saline thoroughly. She had an uneventful postoperative period.

Follow-Up and Outcomes
The patient tolerated the solid diet on the 3rd postoperative day. She was discharged on the 6th postoperative day with no 
complications. She had follow-up visits in 2nd week and 6th week at the outpatient department which were uneventful.

Discussion
Any type of surgery can be a reason for retained surgical gauze but typically after hysterectomy, appendectomy, and 
cholecystectomy.5 Risk factors associated with sponge retention are emergency surgery, unexpected change in the 
surgical procedure, poor organization of operating team, hurried sponge counts, prolonged operations, unstable intra- 
operative patient condition, inexperienced staff, inadequate staff numbers, and obesity.6 With a lack of reporting due to 
the medico-legal repercussions, it is difficult to estimate the exact incidence of retained surgical sponge at operation. But 
one out of 1000–1500 intra-abdominal procedures and one out of 300–1000 total operations are thought to have 
gossypibomas.4 Since Wilson first described gossypiboma in 1884, numerous reports have been written and published 

Figure 3 Abdominal ultrasound showed a 7×7.7cm large and ill-defined homogeneously shadowing left lower abdominal mass lesion with increased adjacent mesenteric fat 
reflectivity.
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in the literature. But when more current data appear in the literature, it appears that this issue still has to be resolved after 
intra-abdominal procedures.7,8

The inflammatory response to retained sponge results in a number of impacts to the patients and the operating facility 
and staff. For instance, imaging tests to diagnose the problem, a further hospital stay for a second operation, legal costs, 
and patient reimbursement for alleged malpractice on the part of the facility and staff are all included. Clinically some 
cases may remain asymptomatic for many years after surgery. However, the main clinical presentations are abdominal 

Figure 4 A mass formed by the omentum, mid-ileum, and descending and sigmoid colons.

Figure 5 One big piece of gauze with 200 mL of thick offensive pus in a well-formed cavity; the gauze had eroded the antimesenteric side of the involved ileum 100 cm 
proximal to the ileo-cecal valve with 0.5×0.5 cm size perforation.
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Figure 6 Resected surgical specimen with large cavity after surgical gauze removed.

Figure 7 Removed surgical specimen containing surgical gauze soaked with pus.
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pain (42%), palpable abdominal mass (27%), and fever (12%). Complications including fistula formation, intestinal 
obstruction, or bowel perforation are less common presentations.9 Possible differential diagnosis that can be 
confused with gossypiboma are abscess, tumor, or a hydrated or mesenteric cyst. In order to make correct diagnosis, 
imaging modalities including ultrasonography (USG) and computed tomography (CT) may help in the diagnosis.10 On 
ultrasound, it appears as a complex hypoechoic or cystic mass with wavy internal hyperechoic material, with major 
posterior shadowing like in the present case. Contrast-enhanced CT (CECT) is the diagnostic of choice for gossypiboma, 
revealing a well circumscribed capsulated mass with presence of air within and enhancement of the wall.8

The incidence of gossypiboma can be significantly reduced if surgical checklists are used routinely in every 
procedure. A quick but thorough routine post-procedure wound and body cavity exploration before closure should be 
done by the surgical team.3,11

In this case we do not know if surgical checklist is done regularly in the hospital where the patient had the cesarean 
section. The primary cause of our patient’s protracted morbidity was delayed presentation. So, a strong index of suspicion 
continues to be crucial in the diagnosis of surgical gauze retention, particularly when a patient has experienced an 
unexplained bad course following surgery. In addition to this, the diagnosis of gossypiboma should be considered in 
individuals who present with a palpable abdominal mass and a history of prior abdominal surgical procedures.

Conclusion
Gossypiboma is an uncommon post-surgical complication that is typically asymptomatic and with vague radiological 
findings. However, in patients who present with palpable abdominal mass and a history of previous abdominal surgical 
operations, the diagnosis of gossypiboma must be suspected. The best diagnostic modality to rule out retained foreign 
body should be a CT scan with contrast. In addition to this, a gossypiboma can cause bowel perforation and adhesion to 
the surrounding structures. Regarding management, surgery is the only treatment for gossypiboma. Prevention of retained 
surgical items is the collective responsibility of the surgical team, the nursing team, and operation theatre technicians. 
Furthermore, strict measures should be implemented to avoid it.
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