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Abstract

Received:

A female patient 32yrs old G3P002 presented to the hospital OPD with the
complaints of pain in the lower abdomen after a cesarean section three days back from a
healthcare facility at 37 weeks and 4 days due to fetal distress and cord around the neck.
She had attended 03 antenatal visits at the same health center wherein the fundal height
was documented at each visit and routine care given. Except for occasional painful fetal
kicks, she was otherwise well throughout the antenatal period. On admission to our
unit, she had stable vital parameters. Abdomen was markedly tender in the left iliac
fossa. Wound examination was unremarkable. Baseline investigations were advised
along with an abdominal ultrasound examination. Laboratory investigations were
normal except TLC count of 160000/mm3 with neutrophils 90%. Ultrasound showed an
echogenic linear structure with dense posterior shadowing in left iliac fossa (as shown
in Figures 1-3) with moderate fluid in Pouch of Douglas. A suspicion of some foreign
body was made and X-ray abdomen was advised.
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Introduction
Gossypiboma is a term with origin from a Latin word
“Gossypium” meaning “cotton” and Sawahii word “Boma” meaning
“Place of concealment” while another opinion about derivation is
that it is derived from Latin word “Gossypium” meaning “Cotton”
and a suffix “-Oma” meaning “A tumor or a growth” because most of
the cases present as a mass containing cotton matrix within it [13]. It is also known as “Textiloma” or “Cottonoid” is the term used
to describe the presence of a cotton matrix retained in the body
cavity during surgery. It is proposed to have a worldwide incidence
ranging between 0.1% to 0.3% of all surgical interventions [4].
Most of which are related to abdominal surgeries having an
incidence between 0.06% to 0.1% [4]. Major risk factors associated
with gossypiboma include: emergency operations, Increased BMI
of the patient, Unexpected change in operative procedure, omission
of the standard sponge count before and after surgery [5]. Other
risk factors include multiple teams performing operations on the
same patient or patient undergoing more than one operation at the
same time [5]. Few risks are also associated with prolonged surgery
time, Fatigue inexperience of the staff, Prolonged bleeding during
the surgical procedure [5]. Pathologically two types of foreign
body reactions have been documented so far in these cases which

include an exudative reaction that presents earlier with symptoms
like an abscess, fistulous communications, etc and an aseptic
fibrinous reaction with delayed variable presentations in the form
of adhesions, masses granulomas or pseudotumors[6].
Although the presentation is variable depending upon the
following few factors:

a) The time elapsed between surgery and the appearance of
symptoms.
b)
c)

Location of the foreign body
Type of reaction

In case of acute presentation symptoms can be tenesmus,
diarrhea or ileus due to irritation of the gut, unexplained pain at
or near the surgical site, abscess due to infected foreign body or
sepsis as a result of the dissemination of infection whereas chronic
cases present with solid palpable masses due to granulomatous
response, weight loss, anorexia or vomiting due to intestinal
obstruction or a malabsorption type syndrome resulting from
fistula formation or intraluminal bacterial overgrowth. Few cases
may present as visceral or bowel perforation or sepsis leading to
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death if not treated timely [7,8]. Rarely these foreign bodies may
migrate from the surgical site into the luminal visceral organs like
ileum, stomach, duodenum, colon or bladder without any evident
opening in their walls [9,10]. In the case of intrathoracic textilomas,
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presentation is with cough chest pain referred to shoulder, cough,
hemoptysis or bilious expectoration. Textilomas left in spinal
surgeries may present as low backache, edema, periosteal reaction
and neuropathic pain [11].

Figure 1: X-ray was done on the same day and showed a dense radiopaque shadow anterior to the left iliac bone representing
a metal foreign body. Considering the recent history of the Cesarean section a diagnosis of retained foreign body was made.

Figure 2: Further CT scan pelvis was advised prior to surgery which showed a well-defined low density mass adjacent to
uterus in left iliac region showing internal air loculi and a metallic marker suggestive of gossypiboma.
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Figure 3: Open laparotomy of the patient was done and the retained abdominal sponge was removed thus confirming the
diagnosis of gossypiboma.
Symptomatic cases usually are diagnosed early when
radiological investigations are carried out while asymptomatic
patients may present decades later or even incidentally. Both
radiologic and pathologic diagnostic investigations are done to
confirm the diagnosis prior to labeling as textiloma as it is a critical
diagnosis with medicolegal importance which can lead to mental
agony, humiliation, huge financial compensation and imprisonment
on surgeon’s part while increased morbidity, mortality and financial
loss on patient’s part as a sequela of a medicolegal battle between a
patient and a negligent surgeon. Pathologically it is mostly diagnosed
incidentally when fine-needle aspiration cytology or biopsy is
done when a patient presents as a mass [12-14]. Histopathological
findings in such cases can present as inflammatory response cells
with or without granuloma formation and/or degenerating fabric
threads/hemostatic particles. Internal areas of necrosis can also
be seen on histopathology [13,14]. Imaging modalities are the
most reliable and frequently used mode of investigations for the
diagnosis of musilinomas.

Ultrasound findings may range between a heterogeneous solid
mass or a cystic lesion with an internal heterogeneous component
[15]. It may also present as an echogenic area with dense posterior
acoustic shadowing which remains unchanged upon varying the
ultrasound beam parameters [15]. Most abdominal sponges used
in operation theatres have a metallic marker in them therefore, an
X-ray of the surgical site may be the only diagnostic investigation
required for confirmation of diagnosis [16]. Seldomly in the case
of radiolucent sponges, may present as a low-density mass with illdefined internal air bubbles which are distinct from the normal gas
in that region [17]. Gossypiboma is frequently seen on CT during
investigations carried out for masses or abscesses thus on CT it
appears predominantly as a heterogeneous mass with internal
whorl like pattern which is encapsulated or may have a calcified
rim whereas peripheral enhancement of the mass is seen when
contrast is administered [18,19]. Fluid collection or air bubbles may
be present depending upon the elapsed time since surgery [18,19].

Fluoroscopy is also a diagnostic modality for detecting
intraluminal textilomas or those causing extrinsic compression of
the intestinal lumen thus causing an intestinal obstruction [20,21].
Other investigations that may reveal gossypiboma include MRI,
where it appears as a mass with a hyper intense center and a hypo
intense rim showing avid contrast enhancement [22]. Endoscopy,
colonoscopy and sigmoidoscopy can also be helpful in the diagnosis
of intraluminal gossypiboma [23]. Complications of retained
gauze piece include abscess formation, intestinal obstruction,
malabsorption, hemorrhage, fistula formation, pseudotumor
formation causing mass effects, etc. Management of such cases is
always surgical ranging from simple removal of the retained foreign
body till wide surgical dissection with gut resection in complicated
cases.In some cases endoscopic removal is also possible and
retained gauze can be removed endoscopically [23]. In conclusion,
as it is wisdom from the old proverbs that prevention is better than
cure still holds good in this case. When one can prevent it has to be
emphasized that such incidents should be prevented by any means
because of its psychosocial effects on doctors as well as patients.
In this instance a few recommendations that are to be considered
including wise planning of the workload, adequate and trained staff
with specific roles.
The theatre environment should be conducive to concentration
with minimal in and out traffic and an obligation to carry a single
surgery in a single theatre room. Surgical sponge count at four
intervals should be mandatory before and after the surgery and
has to be documented on notice boards by the paramedical team
leader and verified by the surgeon in the operation theatre along
with patient data so as to recheck at the end of surgery. For every
emergency sponge addition, the number should be documented
separately. Another important low cost, quick and effective
technique on the table is to use a pack of three to five abdominal
sponges instead of solitary sponge or gauze whenever a cavity is
opened and the ends of those sponges should be tied to each other
with a knot as it is physically unlikely to leave a pack of five sponges

Copyright@ Maryum Firdaus | Biomed J Sci & Tech Res | BJSTR. MS.ID.004417.

20306

Volume 26- Issue 5

in a cavity [24]. Once saturated they can be removed and replaced
by another similar pack [24]. Moreover, single gauze pieces with
no radiopaque marker should be dipped in iodinated contrast
and post-operatively at least a detailed ultrasound examination
followed by an X-ray or CT scan if needed should be carried
out prior to discharge so that the early detection could be done
instead of detecting the cases after decades. Once it occurs proper
documentation should be done and evaluation must be carried out
to rectify the negligence level as it is not always the surgeon who
is responsible but consequences are merely faced by the surgeon
alone. Few modern techniques include the article Electronic
Surveillance System (EAS) and Radiofrequency identification
microchips which are costly yet the chances of error are minimal as
compared to human counting errors [25,26].
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