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Did we miss something inside? Delayed diagnosis of Gossypiboma 

always a norm after abdomino-pelvic surgery? 
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ABSTRACT: Gossypibomais an infrequent 

surgical complication with uncertain incidence 

varies from 1 in 8801 to 18760.Human factors play 

an important role in this iatrogenic condition.The 

serious legal implications involved with this 

condition leads to under reporting .True incidence 

remains unknown as a result. The mass or the 

lesion is formed by foreign-body reaction due to A 

retained surgical swab/mop/ foreign body (RFB) 

leads to a foreign body reaction forming a mass or 

a lesion presenting as a growth/neoplasmwhich 

causes delayed diagnosis. Clinical history and 

physical examination should be the key to 

differential diagnosis. Abdominal and pelvic 

surgeries are the most common associated with 

Gossypiboma but can also occur after  prostate 

surgery and others. 

We report two cases of gossypibomawith delayed 

diagnosis. We have described the newer technology 

to help in minimizing the incidence of retained 

swabs and make early and timely diagnosis in case 

of forgotten swab.  

Case 1: A 53-years-oldwoman presented with 

abdominal wound infection after hysterectomy with 

umbilical hernia repair.She had removal of RFB 

and 6 inches of small bowel resected with end-to-

end anastomosis. 

Case 2: A 34-year-old primigravida had 

spontaneous vaginal delivery followed by severe 

PPH due to atonic uterus. She ended up in 

hysterectomy after all measures failed. Retained 

swab was detected on routine physical 

examinationand removed in OPD without any 

difficulty.   

Any postoperative patient who presents with pain, 

foul smelling vaginal discharge, sign of persistent 

surgical site infection, or palpable 

mass,Gossypiboma should be the first differential 

diagnosis. 

Preventive measures   and early detectioncan lead 

to reduction of severe morbidity and definitive 

management. High degree of suspicion and early 

diagnosis is the key to reduce morbidity. 

 

I. INTRODUCTION 
In retained foreign bodies(RFB), a 

retained surgical mop /sponge is the most common 

which is termed as Gossypiboma. Gossypiboma 

comes from cotton(Gossy) and place of 

concealment(boma)which is  latin and swahili  

respectively.Sentinel event data base of the joint 

commission shows a steady rise in these cases 

therefore a re-emphasis on the prevention of human 

errors leading to this condition is the need of the 

hour, This will help in minimizing litigation, cost 

implication following that and most importantly the 

morbidity related to this. 

 

RFB can present as follows : 

1. Exudative inflammatory reaction leading to 

abscess which is usually detected and managed 

early as these case present early. 

2. A sterile mass can form as a fibrotic reaction to 

the cotton material which can lead to a delayed and 

missed diagnosis as they usually are asymptomatic. 

The clinical presentation of patient with a RFB 

varies widely, often depends on the type of body 

response and time elapsed between the operation 

and the detection. Complications such as intestinal 

obstruction, perforation, intra-abdominal abscesses, 

and fistulae formation have been described. 

Othervague presentations which may present as 

abdominal distention and pain. 

Within the abdominal cavity the swabis often 

surrounded by the omentum and intestines, which 

attempt to encapsulate it and try to limit the 

inflammatory reactions. The pressure and irritation 

can be exerted on the bowel loops which leads to 

necrosis of the intestinal wall leading to fistula and 

bowel obstruction. Presenting symptoms can be 

abdominal pain, nausea, vomiting, anorexia, and 

weight loss resulting from malabsorption due to 

obstruction or multiple intestinal fistulas or 

intraluminal bacterial overgrowth. 
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II. CASE PRESENTATION 
Case 1: A 53-year-old woman presented in the 

accident and emergency departmentthree weeks 

after abdominal surgery with diffuse abdominal 

pain,surgical site wound discharge,nausea,anorexia 

and constipation (which responded to laxatives). 

She had atotal abdominal hysterectomy with 

bilateral salpingo-oophorectomy and umbilical 

hernia repair with a mesh abroad.The indication of 

her hysterectomy was simple endometrial 

hyperplasia.  

She was dischargedon day 3 and was 

readmitted with wound infection after few days. 

She was treated with antibiotics and she returned to 

Oman after two weeks of surgery. She presented to 

Sohar hospital after three weeks with the above 

complains. 

Her vital signs were normaland was 

afebrile. On abdominal examination, there was 

purulent discharge from the abdominal wound at 

the repair site of umbilical hernia. There was mild 

tenderness all over the abdomen. 

Routine laboratory tests were normal 

including the inflammatory markers.Abdominal X-

ray was performed which was suggestive of 

retained surgical swab.A CT scan was also 

performed which confirmed the diagnosis. 

 
Exploratory laparotomy involving the 

multidisciplinary team (senior gynecologist and 

surgeon) revealed an encapsulated swab 

surrounded by omentum and bowel. It was also 

noted thatsix inches of small bowel had areas of 

ischemia and necrosis with a purulent 

coating.Therefore,resection and anastomosis were 

performed. Postoperative course was uneventful. 

 

 
Fig 5 

Surgical mop which was removed 

 

https://casesjournal.biomedcentral.com/articles/10.1186/1757-1626-1-220#Casepresentation
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Case 2: A 34-year-old primigravida had 

spontaneous vaginal delivery followed by severe 

PPH due to atonic uterus. She ended up in 

hysterectomy after all measures failed .There were 

few senior obstetricians were involved as a team. 

As operation was time consuming there were shift 

change of the theatre staff during the operation. We 

used many surgical mops which were counted 

correctly at the end of the operation. She was 

transfused with 6 units of blood and FFP. She made 

a full recovery and discharged home in 6 days She 

came for the routine follow-up in 4 weeks just to 

make sure her she is recovering well. She was 

asymptomatic and her vitals were normal apart 

from some vaginal discharge which was thought to 

be normal. Abdominal examination was normal. 

Speculum examination suggested foul smelling 

discharge with a greenish discoloration noted in the 

posterior fornix. A HVS was taken and little 

exploration suggestion a greenish colour tissue like 

structure which was pulled with the sponge holder. 

To our surprise large amount of substance which 

looked like cotton was removed in entirety (this 

was a remanent of the swab which had been used 

during the operation). A CT scan was organized to 

make it has been completely removed. All 

inflammatory marker were within normal limits. 

She was allowed home after normal CT scan of the 

pelvis. She was given a course of antibiotics to 

cover both gram positive and negative was started. 

Her notes were reviewed to see whether 

the swab count was normal and confirmed it. She 

was counselled and likely explanation was given 

regarding the likelihood of RFB and apology were 

made. She had no symptoms on further follow up 

and discharged from the clinic. 

 

III. DISCUSSION 
Persistent pain, vaginal discharge, 

palpable mass and any symptoms or signs of 

inflammatory process after a surgery should arouse 

a suspicion of Gossypiboma. Both patients had no 

signs of sepsis and one woman was on prolonged 

use of antibiotics since discharge from the hospital 

due to surgical site infection. 

Abdominal plain X Ray is the usual 

diagnostic modality. A globular mass with a dense 

central part and an enhancing wall is the usual 

finding in CECT scan  

If there is a suspicion of lost surgical swab 

during the intra or immediate post-operative 

period., immediate X-ray is done. The clinicians 

perceive that the radiograph can easily detect the 

retained swab, however, this is not often the case. 

Intraoperative radiographs can be of poor quality 

and identification can be very difficult (especially 

in obese patients).  

At a later stage the surgical swabs or RFB 

may become twisted or folded between the 

bowel/tissues and present as an unusual image. It 

can be misinterpreted as calcifications, intestinal 

contrast material, wires, or surgical clips. In our 

first caseit was misinterpreted by the clinician as 

mesh thatwas used for the hernia repair. However, 

CT scan accurately diagnosed it as a surgical swab. 

The usual treatment of a RFB is removalof 

the swab and the proper exploration of the bowel 

and abdominal cavity.There are cases of missed 

small bowel perforation in cases of mini 

laparotomy where the entire length of bowel is not 

explored. 

High degree of suspicion of RFB must be 

considered in any postoperative patient who 

presents with pain, infection, or palpable mass. 

Identifying a swab in an intraoperative radiograph 

is difficult. CT scan is the best diagnostic modality 

of a RFB.  

Complication during surgical removal of 

RFB is missed perforation of adherent bowels, 

hence involvement of senior surgeons during 

removal and thorough exploration of the bowels 

should be carried out. 

The risk factorsmay include emergency 

surgeries/procedure by fatigued surgeons, 

unexpected change in the surgical 

procedure,involvement of multiple surgical teams, 

change in nursing staff during procedure due to 

shift change, multiple procedure being done at a 

time, body mass index (BMI).Other human factors 

are distraction, lack of leadership, multitasking, 

mis-communication, time pressure leading to false 

correct counts. 

In our case most likely cause was that the 

gynecology team performed the hysterectomy and 

bilateral salpingo-oophorectomy and handed over 

the case to the surgeons for umbilical hernia 

repair.In second case due to continued PPH patient 

ended in hysterectomy with the involvement of 

multiple surgeons and change of theatre staff. 

In 88% of the cases the counts were 

falsely called correct at the end of the procedure. It 

is recommended that "radiographic screening" at 

the end of high-risk cases as a possible adjunct to 

improve detection of RFB.  

Only radiologically detectable swabs and 

towels should be used in the surgical site. Only 

large swab should be used after opening the 

abdominal cavity and all smaller swabs should be 

discarded. A thorough count and search should be 

done for all the instruments and surgical swabs 

before and after the procedure. 
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In order to decrease the incidence of RFB newer 

technologies are constantly being developed. 

1.  Bar codes which can be scanned and counted 

by an electronic surveillance system.are 

applied on the mops 

2. The use of radiofrequency identification 

systems holds much hope for application in 

this area. 

 

 

 

How to reduce Medico-legal problem:  

A lack of reasonable care and skill, or 

willful negligence on the part of a doctor in the 

treatment of a patient whereby the health or life of 

a patient is endangered defines medical negligence 

/malpractice. 

• A private complaint is entertained only when 

the complainant produces prima facie 

evidence.  

• ‘ Resipsa loquitur”  this doctrine means ‘The 

accident speaks for itself or tells its own story’  

• A more complete reporting of such events with 

root cause analysis is necessary to reduce such 

complications. Confidentiality and anonymity 

allows a more accurate reporting system 

without fear of litigation .An anonymous 

reporting system leads to more diligent 

reporting without fear of litigation, and this 

allows  a more accurate assessment of the 

incidence and causes of these events.  

 

IV. CONCLUSION 
Gossypiboma or retained surgical swab is 

a post-operative complication associated with 

significant morbidity and medico-legal implication. 

This can be prevented by adherence to the Joint 

commission and WHO recommendations in 

prevention of RFB.Clinical presentationcoupled 

with high index of suspicionis the key to early 

diagnosis. CT scanshould be the diagnostic 

modality of choice. Laparotomywith MDT is the 

treatment and during retrieval of the 

surgicalswab/mop entire bowel to be exploredto 

rule out perforation.Newer technologiescan 

eliminate the human error. 

 

Abbreviations 

BMI-Body mass index 

RFB -Retained foreign body 

CECT- contrast enhanced Computed topography 

MDT-Multidisciplinary team 
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