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Case Report
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Abstract

Introduction: Gossypiboma is defined as retained foreign object (sponge, needle, and instrument) in patient’s corpus after oper-
ation that is recognized as a medical error. It may induce catastrophic implications for the patient and medical care providers. We
present a case with a 17-year-old gossypiboma after cesarean section.
Case Presentation: A 49-year-old woman was admitted to the outpatient clinic of Rasool-e-Akram hospital of Tehran, Iran, in 2016
presenting with abnormal uterine bleeding (AUB), abdominal pain, and urinary symptoms for many years. She underwent hys-
teroscopy. Operative findings included intrauterine synechiae and a polypoid lesion. Besides, a thread-like foreign body was ob-
served in the anterior surface of the uterine cavity, which was suspected as a cesarean section suture material that was extracted.
After hysteroscopy, uterine bleeding stopped although abdominal pain and urinary symptoms maintained. Voiding cystourethro-
gram (VCUG) and MRI revealed a mass between uterus and bladder. Then, laparotomy was performed. After opening the abdominal
wall under general anesthesia, we explored internal organs and encountered a necrotic mass revealing an old organized gauze be-
tween bladder and uterus, which infiltrated the uterus and trigon. It was extracted and then, hysterectomy and bladder repair were
carried out.
Conclusions: Surgical sponges are the most common foreign materials retained in abdominal cavity.
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1. Introduction

Gossypiboma is a term describing an important post-
operative complication. It includes retained cotton sur-
gical gauzes and other surgical instruments. As a mat-
ter of the fact, gossypiboma refers to an error, which may
happen intraoperatively and diagnosed postoperatively.
Gossypiboma may manifest with different gastrointestinal
and general presentations depending on the site of the re-
tained sponge in the abdomen.

Some of the risk factors that significantly increase the
prevalence of retained surgical sponge or instruments are
emergency and complicated surgeries, unplanned chang-
ing of procedure, high body mass index, and changing the
operation team. Except medical morbidity, retained sur-
gical sponge or instrument may have many medico legal
consequences for surgeon and the surgical team (1-7).

Despite many standard policies for surgical sponge
and instrument counting, retained surgical foreign body
still maintains a substantial patient’s safety challenge.

In this work, we present a case with asymptomatic re-

tained surgical sponge 17 years after a cesarean section.
The purpose of this study was to elucidate the extent of

the problem of gossypiboma and identify preventive pro-
tocol.

2. Case Presentation

A 49-year-old gravida 4 para 4 woman was admitted
to the outpatient clinic of Rasool-e-Akram hospital, a gov-
ernmental center in Tehran, Iran, in 2016 presenting with
menometrorrhagia for 2 years, chronic lower abdominal
pain, and urinary symptoms for many years. She had a his-
tory of 4 times cesarean section, with the last cesarean sec-
tion performed 17 years ago in a governmental hospital in
Ilam. At vaginal examination, there was trivial vaginal dis-
charge; uterus was partially fixed with myomatosis con-
solidation. Ultrasound evaluation showed two fundal sub-
serosal myomas. Endometrial thickness was 3-mm. Hor-
monal assay, cell blood count, and urine analyses were nor-
mal. There was no sign and symptom of inflammatory re-
action. Intraoperative findings by hysteroscopy were ad-
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hesive bands, intrauterine synechiae, and polypoid lesion.
During hysteroscopy, a foreign body was found on the an-
terior aspect of uterine cavity compatible with the level of
lower segment (Figure 1). Polypectomy and removal of for-
eign body were performed followed by endometrial curet-
tage (8). Pathologic study revealed foreign object as hy-
drolyzed suture material with mild acute inflammation,
granulation tissue, and tiny fragment of exocervical mu-
cosa and endocervical glands. The postoperative care was
uneventful and she was discharged on day 4. AUB was
stopped although the patient’s complain of urinary symp-
tom continued. Voiding cystourethrogram (VCUG) and
MRI were performed and a 51.32 mm mass between uterus
and bladder was seen with central necrosis, without obvi-
ous border between this area and the uterus. Therefore, we
performed laparotomy. After opening the abdominal wall
under general anesthesia, we explored the pelvic and ab-
dominal organs. In this stage, we encountered a necrotic
mass revealing an old organized gauze between bladder
and uterus that infiltrated the uterus and trigon. Then,
the foreign body was extracted carefully (Figure 2). After-
math, hysterectomy and bladder repair were carried out.
In follow-up visits, the patient got rid of urinary symptoms.

Figure 1. Foreign Body in Hysteroscopy

3. Discussion

The first case that presented as retained sponge,
gossypiboma, was described by Wilson in 1884. Most com-
mon foreign bodies forgotten (70%) in the abdominal cav-
ity are surgical sponges due to their much more use and
small size. In addition, wet sponge in a hemorrhagic ab-
domen is hard to recognize. The most common site of re-
tained sponge is abdominal cavity (1, 8, 9).

The incidence of retained sponge varies from one in ev-
ery 1000 - 1500 of intra-abdominal surgeries to one in 100-
3000 of all operative procedure (1, 10, 11).

Wan et al. reviewed case reports published between
1963 and 2000. Based on this study, abdominal and pelvic

Figure 2. Retained Surgical Gauze

cavities and vaginal vault (74%) are the most common sites
for retained sponge, followed by thoracic cavity (11%).

Retained sponges and instruments may be asymp-
tomatic and detected incidentally or symptomatically.
Some authors classified the symptoms as acute and/or
chronic forms (4, 12-15).

Exudative reactions and abscess formation or aseptic
fibrinous responses are among other presentations (1, 16).

General clinical presentation is unspecified and in-
cludes abdominal pain and mass, rectal bleeding, fever, in-
testinal obstruction, or diarrhea (2).

Early symptom of retained sponge includes unex-
plained pain, features of generalized sepsis, and abscess
formation.

In some cases, retained sponge presents with delayed
and chronic symptoms consisting of non-healing wound,
discharging sinuses, mass, signs and symptoms of intesti-
nal obstruction, internal fistula, well-encapsulated aseptic
foreign body granuloma, transmural migration and spon-
taneous expulsion to the adjacent organs (1, 12, 13).

Intra-abdominal gossypiboma may be presented by
different appearances, depending on the site of the re-
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tained gauze in the abdomen. Transmural penetration and
migration of the surgical sponge is a rare manifestation.
We present this very rare case of abnormal uterine bleed-
ing and chronic urinary symptoms secondary to simulta-
neous intrauterine and intravesical migration of sponge.

Plain radiography is often the first step in diagnosis
of radio-opaque foreign bodies. Barium sulfate marker in
radio-opaque gauze makes retained sponge easily identifi-
able by radiography.

Most frequent feature of retained sponge on CT is the
spongiform figure made by gas bubbles. Nevertheless, in
chronic types, this pattern may not be found (4, 12).

Relevant to clinical situation, MRI and other barium
contrast studies may also be used. On MRI, retained sponge
manifests as well-defined masses with fibrous capsules by
low signal intensity on T1-weighted imaging. Retained
sponges have different magnetic resonance signal inten-
sity depending on the content of liquid and protein of the
mass. The low intensity strips of the gauze fiber (on T2-
weighted imaging) are the particular MRI finding of re-
tained sponge. We found a few cases in the literature with
an interval time more than 10 years. Susmallian et al. re-
ported a surgical sponge forgotten for 9 years (2, 12).

The patient we reported was asymptomatic for 17 years
despite retained surgical sponge. After this period, she pre-
sented with abnormal uterine bleeding due to gauze pen-
etration to uterus.

Liessi paper reported nine patients with 7 days to 21
years asymptomatic interval time between the operation
and gauze removal. Sungjoon Lee et al. reported a 20-
years-old retained surgical gauze mimicking a spinal tu-
mor. In order to prevent retained surgical sponge, sponge-
counting protocols should be carefully considered in any
operating room. In most operating rooms, one or two
members of operating team carry the sponge counting.
Operating field is dynamic and full of stress occasionally;
as a result, human errors would easily happen. Neverthe-
less, retained sponge is the result of surgical error. Surgi-
cal gauzes must be counted before closing patient’s wound
at the end of the surgery. Radio opaque sponge should be
used to distinguish easily retained surgical sponges. Ap-
proximately, up to 70-80% of reported cases with retained
sponge are with falsely correct sponge count (1, 2, 12).

Therefore, some advanced methods in sponge count-
ing have been introduced for the first time at Stanford
University. A prospective blind experimental clinical trial
was conducted using sponges tagged with radiofrequency
identification microchip and handheld scanning device.

Detection of all sponges was performed correctly with
no false positive or negative results by using handheld de-
vice. Results of this study were encouraging; however,
there are some challenges in human errors in carrying out

an incorrect scan. Nevertheless, cost-benefit analysis of
such technology was performed. There is another study
comparing traditional counting method with computer-
assisted counting of sponges using barcodes in a random-
ized control trial with 298 patients. Results of this study
demonstrated that the barcode system is associated with
significantly more counting discrepancies compared to
customary system (13, 17, 18).

Therefore, adoption of advanced methods and work-
ing by new technologies should be persuaded to facilitate
traditional protocols of counting.

3.1. Conclusions

Preventive discretion should be as a rule for avoiding
such events with considerable morbidity and medico legal
consequences. Besides, adoption of advanced technolo-
gies for sponge counting should be considered and more
studied.
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