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ABSTRACT

Introduction: Gossypiboma described retained surgical 
sponge in patient’s body after operations. That is a rare 
complication in laparoscopic surgeries, and due to vague 
and nonspecific clinical manifestations and also secondary 
complications such as perforation, fistula, and abscess 
formation. In this case report we describe a Gossypiboma 
after laparoscopic myomectomy with presentation of 
ambiguous pain and invasion into the cecum and appendix. 
So, it should be considered in susceptible patients even in 
laparoscopic surgeries. Case presentation: a 42-year-old 
woman with history of recent laparoscopic myomectomy 
and ambiguous pelvic pain from 3 months later. Imaging 
shows evidence of Gossypiboma. During the explorative 
laparotomy there was evidence of invasion of the cecum 
and appendix. And segmental resection had been done for 
patient. Patient with good condition had been discharged. 
Conclusion: Gossypiboma should be in the differential 
diagnosis of every post-surgery patient even in laparoscopic 
procedures. 
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INTRODUCTION

Gossypiboma is common medical term for description of 
retained surgical sponge or cotton material in patient’s 
cavity after surgery [1]. Clinical presentation depends on 
location, size, pathophysiologic reaction, and adjacent 
organs. There is wide spectrum from incidentally finding 
(asymptomatic) to fibrous aseptic reaction symptoms such 
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as abdominal pain, palpable mass, anorexia vomiting, weight 
loss, malabsorption, and even more complications such as 
obstruction, perforation, fistula, and abscess formation [2-
4]. Diagnosis of Gossypiboma is challenging issue between 
radiologists, Surgeons, and Emergency physicians due to its 
nonspecific clinical sign and symptoms and even radiologic 
manifestations. Due to mention reasons, Gossypiboma 
should be considered in differential diagnosis of any 
patient with previous history of surgical process with any 
complaint [1&5]. Remaining any foreign body after surgery 
is considered as Ubiquitous medical error. Gossypiboma is 
more common in the Laparotomy procedures rather than 
Laparoscopy process [6] there are rare cases that report 
Gossypiboma after laparoscopy. Here we report a case of 
abdominal Gossypiboma after laparoscopy with a history of 
passing sponge form material with her defecation 

CASE PRESENTATION

A 42-year-old woman was admitted in surgical unit with 
chief compliant of chronic abdominal pain from the 3 
months ago that had intensified in recent days without 
any other associated complaint such as nausea or vomiting 
and lose weight. Patient at time of examination had no 
gynecological complaint and she had mentioned recent 
excretion of sponge like material during defecation.  
The only positive point in past medical history was a 
laparoscopic myomectomy 4 month ago. The patient had 
normal vital sign and only positive finding in physical 
exam was mild to moderate tenderness in right lower 
quadrant and supra-pubic area. No definite mass had been 
detected on palpation. In addition, Blood test results were 
unremarkable. CBC data only showed mild leukocytosis 
(WBC=11000).

Due to chronic abdominal pain CT scan had been requested 
by surgical team. Contrast-enhanced abdominal CT scan 
images showed mass like structure with calcified fibers in 
the mid line of lower abdomen at scout view and also no 
definite sign of free air in the scout view is noted. In the 
axial sequences there was well defined, thick wall, cystic-
solid structure (mm) that contained air bubbles and some 
radio-opaque tortuous coarse fibers with no enhancement 
which located in the midline adjacent to the terminal 
ileum and cecum. In addition, there were some stranding 
around mention structure also adjacent bowel loops shows 
some degree of wall thickening. No sign of malignant 
Lymphadenopathy was detected although some reactive 
non-significant mesenteric Lymphadenopathy around 

structure. Other abdominal and pelvic organs such as 
uterus and both ovaries are remarkable. 

After imaging, Patient underwent laparotomy and surgical 
exploration discovered tense encapsulated lesion with 
notable adhesion to the adjacent bowels. Mention lesion 
had degree of invasion into the cecum and appendix wall. 
The Gossypiboma was resected (figure 5) and because of 
cecum and the appendix wall invasion, segmental resection 
and end to end anastomosis was done. No post-operative 
complications have occurred. Finally, after 4 days the patient 
discharged with good general condition. At 1-month 
follow-up, the patient had no other more symptoms. 

 

Figure 5: Intra operative picture shows retained sponge

Pathologic examination showed that fibrotic tissue around 
foreign body (long gauze), and contained a purulent aseptic 
liquid with no malign cells.

Figure 1: Soft tissue opacity lesion with curved and 
banded radio-opaque lines suggestive for gossypiboma
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Figure 2: Axial and coronal images show thick wall cystic 
lesion with entrapped gas bubble and hyperdense linear 
structure (spongiform appearance) compatible with 
Gossypiboma, also this lesion has close contact with cecum

Figure 3: Encapsulated lesion with tense adhesion to 
surrounding bowels and perforated cecum

DISCUSSION 

Despite of development of surgical technics and strict 
protocols in the operation rooms, the remaining of foreign 
body is still is big challenge for surgeons. In Modern surgery, 
Gossypiboma is not accepted by any surgeon although it’s 
occurred between 1 in 800 to 18,000 abdominal surgeries 
[7] other authors believe that Gossypiboma incidence is 
under reporting and they estimated to be about 1 in 1000 
to 1500 abdominal surgeries [1]. These differences show us 
this problem is a remarkable condition that needs to train 
more and revised surgical patient safety protocols. 

The frequencies are more common in the open cavities 
such as the abdomen and the thorax (the most frequent 
sites) it has been reported in central nervous system, breast, 
bladder and extremities too [5&9].

In addition, laparotomy is more frequent surgical technic 

which associated with Gossypiboma. Almost no case report 
about Gossypiboma after laparotomy. 

The most important mentioned risk factors for Gossypiboma 
are emergency operation, more than one surgical team, 
unplanned change in operation, change in nursing staff, 
inexperienced staff, long operation, volume of blood loss, 
surgical counts, high body mass index and female sex [2,6].

Some literatures believe that emergency operation, 
unexpected change in surgery and high body mass index 
are most impressive risk factors especially emergency 
operation [2]. And some other report gynecologic surgery in 
obese female as most probable situation for Gossypiboma 
[10] which is the same in our presented case.

Two Pathophysiologic reactions in Gossypiboma has been 
described: fibrous aseptic reaction which leads to fibrosis 
and encapsulating retained surgical sponge in omentum 
and exudative inflammatory reaction which causes 
Gossypiboma complications such as abscess or fistula 
formation. The abscess can erode externally or internally 
to surrounding hollow organs [10]. Gossypiboma itself may 
also migrate internally to surrounding hollow viscus such 
as small intestine, rectum, bladder or vagina or externally 
through fistulous tract [8]. Even in some rare cases the 
foreign body may expelled through the rectum because of 
intestinal peristaltism [10]. The same in our reported case 
who mentioned excretion of sponge-like material during 
defecation.

Its clinical manifestations depend on retained sponge size, 
location and also type of pathophysiologic reaction and 
vary from asymptomatic incidentally finding in patient 
with fibrous aseptic reaction to patients with abdominal 
pain, palpable mass, anorexia vomiting, weight loss, 
mal absorption, and more severe complications such as 
obstruction, perforation, fistula and abscess formation [1-
4] like our presented case that was complicated with cecum 
and appendix.

Diagnosis of Gossypiboma is challenging issue between 
radiologists, Surgeons, Emergency physicians due to 
the of its nonspecific clinical sign and symptoms and 
even radiologic manifestations. Due to mention reasons, 
Gossypiboma should be considered in differential diagnosis 
any patient with previous history of surgical process with 
any complaint [1,5]. CT scan is choice modality for diagnosis 
of Gossypiboma and also discrimination it from its possible 
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differential diagnosis like abscess, hematoma, fecaloma, 
lymphocele, and neoplasm [1&11].

Other imaging modalities such as X-ray, Ultrasound or 
even MRI appearances are nonspecific or even can be 
confusing. So that CT scan had preferred for diagnosis 
of Gossypiboma rather than other modalities although 
when patient presented with  ambiguous symptoms other 
modalities shows some similar appearance like that are 
describe in the CT scan. The most characteristic appearance 
is “spongiform pattern”, entrapped gas bubble cystic lesion 
with hyperdense linear structures [9&10]. Other suggestive 
feature for Gossypiboma is “whorl-like appearance”, 
opacified area with gas bubbles [9].

The most important point in Gossypiboma is that 
clinicians should consider it as a differential diagnosis in 
any patient with abdominal pain or any other nonspecific 
manifestations after any surgical procedures to prevent its 
morbid complications by opportune diagnosis.

CONCLUSION

Gossypiboma is a rare complication of surgical procedures 
with unspecific manifestations which can lead to serious 
complications. So, Gossypiboma should be in the 
differential diagnosis of every post-surgery patient even in 
laparoscopic procedures. 
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