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Introduction:-
The word Gossypiboma may have been formed from the Latin “gossypium” meaning “cotton” and “boma” meaning
“place of concealment”; [1] it’s also known as retained surgical sponge, gauzoma or textiloma.

Surgical sponges are the most commonly retained surgical items. This is due to their small size and that, when soked
in blood, it becomes hard to distinguish them from surrounding tissues. Retained items are potentially harmful to
patients due to their significant morbidity.

The aim of reporting this case is increasing awareness of both this problem, of associated risk factors, and
preventing strategies among surgeons and their co-workers.

Case Report:-

History

A 46-year-old Indian gentleman underwent an open abdominal exploration, where a Graham patch repair was done
for a perforated duodenal ulcer.

The patient had an uneventful postoperative course and was discharged one week after surgery.

During a follow up appointment, he was found to have a wound infection which was resolved completely after
treatment with empirical antibiotics and daily dressing for one month.

Five months later, he presented himself to the emergency department complaining of “on and off” generalized
abdominal pain, abdominal distension and constipation.

Physical Examination:-
The patient had mild tachycardia 103 bpm. On abdomen examination the patient had a distended abdomen with
generalized tenderness, exaggerated bowel sounds and an empty rectum.
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Radiological Investigation:-

Plain abdominal radiograph was consistent with bowel obstruction and a retained gauze (Figure 1).

Computed tomography confirmed the presence of a retained gauze in the terminal ileum with the possibility of
fistula formation between the jejunum and transverse colon (Figure 2).

Figure 1. (A)Erect Abdomin X-ray showing multiple air
fluid level and wavy radiopaque striped lines in the
right side. (B) Supine abdominal X-ray with the gauze

Management:-

During abdominal exploration a blind entero-colic fistula between the jejunum and transverse colon was found, and
it was completely sealed off by the omentum which was assumed to be the site of serosal penetration by the gauze
(Figure 3). A second fistula connecting the proximal and distal jejunum was also found. The gauze was trapped in
the terminal ileum proximal to the ileo-cecal junction.

Fistulectomy was done after pulling out the gauze through the distal jejunal opening, and all openings were sutured
(Figure 4).

The patient had an uneventful postoperative course.
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Figure 2. CT scan of the abdomen: Green arrow:
Gauze in terminal ileum. Yellow arrow: Fistula
between jejunum and transverse colon

Figure 3. Intraoperative picture showing: (1)The blind
entero-colic fistula (2)The proximal jejunal opening (3)
The distal jejunal opening.

Discussion and Conclusion:-
Most of reported Gossypiboma cases are in patients undergoing laparotomy. [2] mostly after open cholecystectomy.
[3] Gossypiboma incidences are reported in every 1000-1500 intra-abdominal operations. [4] However, due to
medicolegal implications, the reporting rate is low, making it difficult to get reliable estimate of it's incidence rate.

[5]
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Figure 4. Intraoperative picture while pulling out the
retained gauze through the distal jejuna opening

There are many risk factors that increase retention of a foreign body after surgery, such as operation performed on
an emergency basis, unexpected change in operations, the involvmet of more surgical team, change in nursing staff
during procedure and body-mass index. [6]

The clinical presentation of Gossypiboma can take years to manifecte after the initial surgical procedure. It varies
from mild discomfort, mild or moderate pain, and malabsorption symptoms to sever pain of peritonitis or
obstruction. [7] The main complications of abdominal gossypiboma are bowel perforation, obstruction, peritonitis,
adhesion, abscess development, fistula formation, sepsis, and migration of the sponge into the lumens of the
gastrointestinal tract. [8].

Transmural migration of a foreign body can occur in various intra-abdominal locations and is directly related to a
seromuscular incision of the intestine, if made. [7] One hypothesis, proposed by Wattanasirichaigoon suggests that
process of migration is divided into the followng four stages: (1) foreign body reaction, (2) secondary infection, (3)
mass formation and (4) remodeling. [9] In our patient case, the mechanism of erosion and fistula formation is
apparently related to the surrounding inflammatory process and local adhesion of the bowel followed by necrosis
and migration of the sponge within the bowel lumen.

Once the diagnosis of gossypiboma is confirmed, endoscopic or laporscopic removal is done in order to prevent
severe morbidity or mortality. [10]

Two of the most important preventive strategies are improving communication between the members of surgical
team and making sure to accurately account for all foreign materials used during surgery and checking the surgical
site for any foreign body at the end of the procedure. If there is any suspicion in count, an immediate intraoperative
X-rays has to be done, or if available, newer detection technologies such two-dimensional bar code, radiofrequency
detector, and radiofrequency identification. [11]

In conclusion, this case report stresses the importance of maintaining a high degree of awareness and suspicion for
retained surgical sponge in all postoperative patients presenting with pain, infection, or palpable masses.
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