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Abstract 

Retained surgical sponge or gossypiboma is a term used to describe a retained swab in the body after operation. There 
are different surgical materials that can be left in the abdomen during operation such as sponge, artery forceps, scissors, 
and pieces of broken instrument. Mop is the most commonly retained foreign body. Inadvertent retention of foreign 
body in the abdomen often requires another operation, increasing the morbidity and mortality in these patients. Despite 
the complications associated with this condition, they are rarely published because of medicolegal implications. 

We report a case of 28-year-old woman who presented on account of 9 months history of colicky abdominal pain, 
abdominal distention and mass following open myomectomy in a private hospital.  
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1. Introduction

Retained surgical sponge otherwise called gossypiboma, textiloma or gauzoma is an uncommon but fatal complication 
of human surgery. It is one of the most frequent but avoidable medical errors that occur in surgical practice [1]. 
Gossypiboma, a term derived from the Latin “gossypium” meaning cotton and the Swahilli “boma” meaning place of 
concealment refers to a mass of cotton matrix retained in the body part after an operation, usually caused by abdominal 
surgeries. The first reported case was by Wilson in 1884 [1]. while the first malpractice suit related to gossypiboma was 
in 1933 [2]. Since then, the incidence of gossypiboma tend to fluctuate and difficult to estimate due to under-reporting. 
Although the actual incidence of this condition is not known due to medicolegal reason and many patients remain 
asymptomatic, it has been reported to be 1 in 1000-1500 abdominal surgeries [3].  

In most cases, the gauze or mop is left in the abdomen of the patient for months to years [4]. Some reports have also 
demonstrated retained sponge in other body cavities such as thoracic cavity, pericardial space and paraspinal space [5]. 
There is usually a granulomatous reaction around the foreign body which can produce exudates with formation of 
abscess or a fibrotic mass.(5) Intraluminal migration is relatively rare, leading to intestinal obstruction. The patient may 
initially be asymptomatic, but may progressively become symptomatic. In most cases, diagnosis is made by imaging 
techniques such as abdominal ultrasound scan, X-ray, CT scan or MRI. Inadvertent retention of a foreign body in the 
abdomen often requires another operation. This increases the patient’s morbidity and mortality. 

We report a case of retained mop in the abdomen following laparotomy for open myomectomy. 
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2. Case Report 

2.1. Case Summary 

N.M, a 28-year-old house wife who presented with abdominal pain of 9 months duration. 

Pain was noticed a day after open myomectomy. The surgery was done in a private hospital by a General practitioner in 
the day time. Pain was located in the left lower quadrant of abdomen, of sudden onset, colicky, last for 2 minutes with 
pain free interval of 15 minutes, radiates to other quadrants of the abdomen. Pain has been increasing in intensity and 
is worsened by eating. There was associated abdominal distension but she was still passing faeces and flatus.  

There was a history of nausea, easy satiety but no vomiting. She had reduction in bowel habit from once daily to once in 
2-3 days with occasional diarrhea episodes. No tenesmus, haematochezia or, nor anal protrusion. For this problem 
patient has taken analgesic but with no improvement. She visited the hospital where she had 2 previous laparotomies 
and a 3rd laparotomy was suggested hence, she decided to present to Nnamdi Azikiwe University Teaching Hospital for 
proper evaluation and management. Patient had laparotomy 2 years ago at a peripheral hospital for a ruptured ectopic 
pregnancy surgery lasted for 3-4 hours done during day time. She is neither hypertensive nor diabetic. She has been 
married for 3 years but has never conceived. 

 

Figure 1 Mid ileal mass 

 

Figure 2 Resected ileum containing the intraluminal sponge 

Examination revealed a young woman in obvious painful distress afebrile, not pale, anicteric, acyanosed, not 
dehydrated. Vital signs on presentation were stable. Chest and other regions examined revealed no abnormality. 
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Abdomen was distended, moved with respiration with visible peristalsis. There was Pfannenstiel incision scar that 
healed with primary intention. No tenderness. There was a Mass on left iliac fossa 10 x 8 cm, not tender, no differential 
warmth firm, smooth surface, ill-defined margins not attached to the skin deep to the anterior abdominal wall. Liver 
spleen and 2 kidneys were not palpably enlarged. Bowel sound was hyperactive. 

 

 Figure 3 The sponge soaked with liquid feaces 

Vaginal Examination showed No significant vaginal discharge. Cervix was nulliparous and healthy looking bilateral 
adnexal tenderness worse on the left. Pouch of Douglas was empty. 

Rectal examination was not remarkable. 

Plain Abdominal X-Ray done revealed multiple air-fluid level on erect view and dilated loops of small and large bowel 
on supine view. Abdominal ultrasound scan revealed an echogenic curvilinear structure with tense posterior acoustic 
shadowing seen extending from the periumbilical region to the left iliac fossa. Also, an ovoid cystic structure with 
multiple echogenic internal septation in the left adnexea, Pedunculated calcified uterine fibroid and mesenteric lymph 
node. 

A diagnosis of Partial intestinal Obstruction 2o post Op adhesion bands to rule out colonic tumour was made. She was 
admitted, Nasogastric tube and urethral catheter were passed, and intravenous fluid and analgesics were commenced. 
She was managed conservatively for 12 days with no improvement, hence was booked for exploratory laparotomy 
which was done with intraop findings of: Mid ileal mass measuring 16 x 6cm comprising of intraluminal laparotomy 
sponge soaked in liquid faeces. Extensive adhesions surrounding the mass involving the jejunum, ileum, sigmoid colon. 
Uterus and ovary not visualized due to pelvic adhesions. Segmental ileal resection and anastomosis was done together 
with adhesiolysis.  

Post Op recovery was essentially uneventful apart from superficial surgical site infection which was treated by wound 
dressing after which she was discharged on the 11th day. 

3. Discussion 

Retained foreign body after surgery is an avoidable complication. It has serious professional and medicolegal 
consequences on the surgeon and the involved health facility [6]. Gossypiboma is the most common foreign material 
retained in the abdomen accounting for 70% [7]. Gauze, mop, towels are used to control bleeding and clean the 
operating field during laparotomy. They are occasionally used to pack the paracolic gutters. Health workers practicing 
in rural health care facilities usually do not take necessary precautions to ensure that surgical instrument is removed 
from body cavities after surgery [8]. Female preponderance has been reported especially after gynaecological surgeries 
[9]. Some risk factors have been identified for this pathology: emergency operations, prolonged procedures, unplanned 
change in the course of a surgical procedure, involvement of more than one surgical team and patients with higher body 
mass index [10].  
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Transmural migration has been reported in the literature, though rare compared to abscess formation or formation of 
foreign body granuloma. Review of literature and medline search revealed 45 reported cases of transmural migration 
of surgical sponge following abdominal surgeries during the period of 2000-2010 [11]. This results from inflammation 
of the bowel wall with subsequent necrosis. The intestinal loop closes after complete migration of sponge leading to 
intestinal obstruction. The patient presents with abdominal pain, nausea, vomiting, anorexia, mass and weight loss [12]. 
Patil et al stated that the Fistulous tract is not usually seen, thus it is difficult to explain the course of the migration [13]. 

In our index patient, no fistulous tract was seen. The patient may present with features of intestinal obstruction as in 
index case, or sepsis, or enterocutaneous fistula or pseudotumor. This is one of the few reports of intraluminal migration 
of retained surgical sponge in Nigeria. Umoke et al [14]. in Gwagwalada Abuja reported a case of 31-year-old woman 
that presented with colicky abdominal pain of 10 months duration with associated vomiting. The patient had caesarean 
section 6 weeks prior to the onset of the symtoms. Clinical and radiological evaluation was not convincing and the 
patient was managed conservatively as a case of adhesive intestinal obstruction. The patient was eventually operated 
due to non-resolution of symptoms with intraop findings of intraluminal gauze in the small intestine. This case was 
similar to ours as the patient was initially managed as a case of adhesive intestinal obstruction. Terkimbi in Markudi 
reported a case of retained sanitary pad presenting with features of both colonic tumor and enterocutaneos fistula [8]. 

The index case also presented with features mimicking colonic tumor with a mass in the left iliac fossa  

There are simple measures to prevent this complication: Keeping a thorough pack count, small sponges should not be 
used during laparotomy, tagging the packs with marker and thorough exploration of the surgical sites at the conclusion 
of the operation. New measures have been developed such as the use of radio-opaque sponge. Bar codes can be applied 
to all sponges, and with the use of bar code scanner, the sponges can be counted on the back table [15]. The condition 
is rare leading to low index of suspicion when the patient presents. This results in misdiagnosis and delay in 
management.  

The diagnosis involves radiological imaging. Abdominal ultrasound scan findings include poorly defined echogenic area 
with intense posterior acoustic shadowing, or a well-circumscribed cystic mass containing internal mottled contents or 
nonspecific pattern simulating a complex mass [16].X-ray could identify radio-opaque swabs. Abdominal CT scan may 
show a rounded mass with dense central part and an enhancing wall. There is also whorl-like appearance with trapped 
air bubbles and cystic masses within the folded densities [13].  

The management of this condition involves investigations, parenteral antibiotics, intravenous fluid and emergency 
laparotomy once the diagnosis is made like in our case. Enterotomy and extrusion of the mob is done. Currently, 
laparoscopic retrieval can also be done if the diagnosis is made early but this method is still infantile in our center [17].  

4. Conclusion 

Gozzypiboma is a frequent but avoidable medical error that occurs in medical practice and can be prevented by simple 
measures like keeping a pack count to always tagging the mop. This study is to sensitize surgeons on the possibility of 
this complication and the need to always adhere to the rules that prevent its occurrence. 
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