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Abstract - 
Gossypiboma, also referred to as a “textiloma”, or more broadly a Retained Foreign Object (RFO) is the 

technical term for surgical complications resulting from foreign materials, such as a surgical sponge, 

accidentally left inside a patient's body. 
[1]

 Clinical consequences may be dramatic, leading to a high rate of 

morbidity. The time of diagnosis is increased by poor knowledge of circumstances surrounding the occurrence 

of these incidents. We report a case of a gossypiboma which unfortunately lead to the death of the patient. Thus, 

although rare, gossypiboma should always be kept as a differential diagnosis in a patient who has undergone 

prior surgery who presents with vague pain or chronic lump in abdomen as this can avoid unnecessary 

morbidity and mortality if diagnosed early. 
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I. Introduction  
Lady, aged 40 years, presented to our surgical emergency with the chief complaints of dull aching pain 

in the upper abdomen with lump in the epigastric region and multiple episodes of non-bilious vomiting for 1 

month. She has a history of undergoing open cholecystectomy from another centre about 3 months prior. Patient 

was previously given analgesics and treatment for dyspepsia. Radiological evaluation including ultrasound and 

CT scan was done which was inconclusive. In view of gastric outlet obstruction, an upper GI endoscopy was 

done which revealed a spongeimpacted at the pyloric end of stomach. 
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The patient was optimized and taken up for exploratory laparotomy. Intra operatively, it was 

discovered that a 9x9 inch surgical sponge was lying above the duodenum with two thirds of the sponge 

invaginated into the pyloric part of stomach and first part of duodenum with wall of fibrosis around the edge of 

the perforation site. Upon gentle removal of the sponge, a large perforation site of about 6x2 inch size was 

found which was longitudinal involving the pylorus and 1st part of duodenum. Low resection was attempted due 

to the close proximity of the sponge to other vital structures like the CBD and portal vein.The perforation site 

was repaired with omental patch grafting and repair  and a drain was placed for external drainage. A feeding 

jejunostomy was also placed. However patient succumbed due to duodenal fistula and septicemia. 

 

 
 

II. Discussion  

Gossypiboma (from Latin ‘gossipium ’ cotton and Kiswahili ‘boma ’ place of concealment) or retained 

surgical sponge is a ubiquitous medical error that is avoidable. 
[2]

Literature search showed that the reported 

foreign bodies retained in the abdominal cavity include sponges, towels, artery forceps, pieces of broken 

instruments or irrigation sets, rubber tubes, etc. 
[3]

 

Gossypiboma is the most commonly retained foreign material in the body after surgical operation.
[4][5] 

The reported incidence of gossypiboma varies between 1/100 and 1/3000 for all surgical interventions 

and from 1/1000 to 1/1500 for intraabdominal operations. 
[6] 

Gossypiboma is most commonly seen in cases of emergency surgery, unexpected change in the 

surgical procedure, disorganization (e.g., poor communication), change in surgical team or scrub nurses, hurried 

sponge counts, long operations, unstable patient, inexperienced staff, inadequate staff numbers, and obesity.
[7]

 

The retained surgical sponge triggers two biological responses: aseptic fibrinous response due to 

foreign body granuloma or exudative reaction leading to abscess formation. 
[8]

 Gradually as the pressure 

increases, it may rupture toward its weaker wall, which is often the intestinal wall resulting in fistula formation, 

eventually pushing the surgical sponge partially into the lumen of intestine. Peristaltic waves may further 

withdraw the gauze completely into the lumen. 
[9]

 

Sponges may remain asymptomatic for a variable period depending on the size, site, and inflammatory 

response of body to it and may be detected incidentally. The longest interval of 40 years is reported in literature 

for clinical presentation. [10] It may also present with vague ill health, weight loss, fever with chills and rigors, 

altered bowel habits, anorexia, nausea, vomiting, tenesmus, diarrhea, discharging sinus, nonhealing wound, 

subacute or acute intestinal obstruction, malabsorption, and abdominal mass. 
[11]

 

Radiological evaluation plays an important role in the diagnosis. Plain X-ray abdomen may detect a 

retained surgical gauge with a radiopaque marker as a wavy or banded pattern. The radiopaque marker may be 

lost due twisting, folding, or after prolonged, thus behaving like an ordinary sponge. Some centers recommend 

its use routinely after surgery, but this method is also not fool proof. 
[12]

 Ultrasound, computed tomography (CT) 

scan, and magnetic resonance imaging (MRI) are helpful in diagnosis. 

As gossypiboma has been classified as ―never event‖, prevention of such occurrences is of utmost 

importance. Prevention hinges on ensuring that a correct sponge count is made at the beginning and before the 

abdomen is closed. Sponge count is traditionally carried out manually. It is recommended that the count be 

made twice: at the beginning and also before closing the wound; the count should be done by at least two 

people. 
[23] 

Checklists in the operating theatre environment are now accepted as standard safety protocols since 

the ‘Safe Surgery Saves Lives ’ Study Group at the WHO published their results. 
[24]
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The best treatment for gossypiboma is surgical exploration. However, surgical intervention may not 

always be required. Spontaneous migration can occur, leading to expulsion of the foreign material through the 

anus during defecation, 
[14]

 through the cervix and vagina, as noticed in one of our patients or even through the 

urethra as we have reported above in this study. Percutaneous routes for removal of retained foreign bodies may 

be used where such bodies are readily accessible, but are not applicable to intra-abdominal foreign bodies. 

Laparoscopic methods have been used to remove left over gauze.
[15][16] 

Pertaining to this case, we would also like to highlight the troubles of managing a giant gastric 

perforation as well. Giant gastric ulcer (GGU) has been defined as an ulcer >3 cm in diameter or large enough to 

occupy at least one wall. 
[17][18] 

Giant gastric ulcer perforations present formidable challenges in management. 

The important issues that merit consideration while managing perforated GGU include exclusion of malignancy 

and reducing recurrence of ulcer. Partial gastrectomy is the only procedure that achieves both objectives. It 

demands more technical expertise and requires longer operating times and blood transfusions. The partial 

gastrectomy is reported to provide lower recurrence rates in the long term though the perioperative mortality 

was higher. 
[19]  

Omental plugging with placement of drains and feeding jejunostomy is a safe and reliable 

procedure. 
[20] 

It has the advantage of technical simplicity and can be performed expeditiously. Hence, omental 

plugging may be the preferred option in critically ill patients especially where technical expertise/facilities are 

limited. Despite the advances in critical care, anesthesia, and surgical techniques, the 30-day post procedure 

mortality of perforated peptic ulcer ranged between 16 and 26% at the best of the centers. 
[21][22]

 

 

Medicolegal importance - 

A retained surgical sponge leads to allegations of medical negligence. This is often reported as "Res 

Ipsa Loquitur" meaning that "the thing speaks for itself," and that the issue at hand would not have happened if 

there was no negligence on the part of the surgeon. Thorough documentation is essential for the surgeon as it 

may absolve him partly of the responsibility. Exceptional circumstances where the surgeon could not carry out 

the search for the sponge without endangering the life of the patient can also be used as an argument by the 

operating surgeon. It must also be emphasized that despite nurse assistants being crucial members of the team, 

efforts to shift the blame onto them have not been accepted by the courts. 
[13] 

 

III. Conclusion
 

Such foreign bodies may produce a diagnostic as well therapeutic dilemma due to the operative 

challenges. 

Hence, due to delayed diagnosis, the gossypiboma was complicated due to its invagination into the pylorus and 

causing further morbidity to the patient. Thus, early diagnosis and high suspicion of index can prevent severe 

morbidity and mortality in case of gossypiboma. 

 

Abbreviations - 

RFO - Retained Foreign Object 

GI - Gastrointestinal 

CT - Computed Tomography 

CBD - Common Bile Duct 

GGU - Giant Gastric Ulcer 
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