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INTRODUCTION 

Gossypiboma is a sponge or a swab retained involuntarily 

within the body during a surgical procedure. The incidence 

of retained surgical items is difficult to estimate due to 

under-reporting of cases due to medico legal implications. 

The reported incidence varies from 1 per 3000 to 5000 

procedures.1 The wide variation in the incidence depends 

on the type of procedure, operation theatre personnel, 

experience of the surgeon, frequency of reporting of 

adverse incidents and hospital policies. The diagnosis is 

challenging because of variation in clinical and imaging 

presentation depending on time elapsed after surgery. 

Ultrasonography (USG), computerized tomography (CT) 

and magnetic resonance imaging are usually used as 

important diagnostic tools. The incidence of this 

catastrophic complication can be significantly reduced by 

strictly adhering to World health organization (WHO) 

surgical safety checklist.2 Awareness among surgeons and 

radiologists can lead to early diagnosis and intervention, 

preventing further complications. 

CASE REPORT 

A 23 years old P1L1 female with history of gestational 

hypertension presented on day 18 post Lower segment 

cesarean section (LSCS) with complaints of fever and 

generalized pain abdomen for 10 days. She had delivered 

a healthy 2.7 kg, male baby, at 36 weeks period of 

gestation via emergency LSCS in view of premature 

rupture of membranes (PROM) with gestational 

hypertension, 18 days back. One blood transfusion was 

done post LSCS. Patient was kept at that hospital for 8 

days post LSCS and was discharged thereafter with no 

complaints. 

The day after discharge, she developed fever with chills 

and rigor followed by pain abdomen and abdominal 

distension for which outpatient management was done. 

Thereafter, patient went to another hospital for same, she 

was admitted and was managed conservatively. As the 

symptoms were not subsiding, she was referred to our 

hospital for further management. On examination- patient 

had high grade fever, with moderate degree of anemia with 
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pedal edema. Abdomen was distended, generalized 

tenderness was present and the uterus could not be 

palpated. On pelvic examination, the cervical os was 

closed, size of the uterus could not be appreciated due to 

tenderness and lochia was healthy. On investigation- 

hemoglobin was 8.9 gm% with normal leucocyte count 

and platelet count- 6,65,000. Ultrasonography showed 

peritonitis with large multiple loculated collections in the 

perihepatic, perisplenic space, paracolic gutter and the 

pelvis; with the largest collection measuring 

approximately 500 cc on the left side for which a pigtail 

catheter was inserted and the pus was drained, by the 

sonologist. 

 

Figure 1: Gossypiboma seen on CT scan film (coronal 

section). 

 

Figure 2: Gossypiboma seen on CT scan film 

(transverse section). 

During this conservative treatment, after draining 

approximately 300 ml of pus, clinically a 4-5 cm swelling 

was felt in right iliac fossa for which USG was done which 

showed a thick septate collection in the same spaces with 

near complete resolution in the paracolic gutter. At the site 

of clinical swelling, posterior acoustic shadow was seen 

but the region could not be evaluated on USG and contrast-

enhanced computed tomography (CECT) was suggested. 

CECT (figure1, 2) revealed a well-defined sharply 

outlined mass at right lower quadrant of abdomen with 

hypodense area containing multiple air foci suggestive of 

Gossypiboma. There was evidence of communication of 

collection from endometrial cavity into right 

intraperitoneal collection.  

 

Figure 3: Gossypiboma in situ seen during 

laparotomy (blue arrow). 

 

Figure 4: Gossypiboma retrieved. 

Decision for immediate laparotomy was taken. Dense 

adhesions were present between layers of anterior 

abdominal wall; bowel loops were adhered to each other 

and to the anterior and lateral abdominal wall. Uterus was 

involuted and adhered densely with bladder and omentum 

anteriorly. Frank pus was present in abdomen. Right 

paracolic gutter was reached after adhesiolysis; an 

organized mass (mop covered with pus and omentum) was 

present which was removed (figure 3, 4). Necrotic 

omentum, present below the umbilicus and right subcostal 

region was removed. Post-operative period was 

uneventful, and patient was discharged on post-operative 

day 8 after stitch removal.  

DISCUSSION 

A retained surgical sponge or gossypiboma is an 

underreported complication occurring most commonly 

after abdominal surgeries. The clinical appearance of 

gossypiboma can vary from being asymptomatic to vague 
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and varied symptoms like fever, abdominal pain, 

distension, nausea, vomiting, discharge from stitch site, 

weight loss, palpable mass. Retained surgical items can 

cause two different types of tissue reaction; first is 

exudative reaction which presents early in the 

postoperative period, and the second is aseptic fibrous 

reaction, which is slow and can remain asymptomatic for 

years.3 Stawicki et al showed that the most common 

clinical and diagnostic findings were focal pain, fluid or 

abscess collection or mass, and the most common 

pathological findings were exudative reaction, fibrosis, 

purulence, or abscess.4 CT scan is the first-choice 

diagnostic imaging technique for excluding gossypibomas 

because of its higher sensitivity, which shows typical 

spongiform pattern or heterogeneous central areas due to 

gas, calcification, and radiopaque markers.5,6
 Ultrasound 

can also be used as a diagnostic tool which shows a poorly 

defined echogenic area with intense posterior acoustic 

shadowing.7 

Prevention is always better than cure and that too in a 

scenario where surgical removal is the cure. WHO surgical 

safety checklist should be used to reduce reliance on 

memory. Counting mops and instruments before 

operation, just before closing abdomen and after the 

operation should be made a routine. The avoidance of 

conditions leading to human error like, fear, anxiety, 

anger, time pressure, interruptions; avoidance of nursing 

staff change in between the operation decrease such 

mishaps. In case of necessity of nursing staff change in 

between the surgery due to unavoidable circumstances, 

proper handover about the counts should be given. 

Computer-assisted system can be used for counting 

sponges using barcodes, which can detect significantly 

more counting discrepancies compared to traditional 

counting protocols and can further decrease the incidence 

of such events.8 

CONCLUSION 

WHO surgical safety checklist should be strictly adhered 

to. In case of discrepancy in count, appropriate action 

should be taken immediately to decrease morbidity of the 

patient. In case, patient presents with post-operative 

complications like fever with abdominal pain or discharge 

from wound, a high index of suspicion for retained sponge 

should be considered. 
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