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ABSTRACT 

OBJECTIVES: To share personal operative experience of patients with gossipiboma in terms of  

clinical presentation, diagnosis, treatment, outcome and preventive measures to minimize the  

incidence with review of relevant literature.  

STUDY DESIGN: retrospective study 

PLACE AND DURATION: Multiple army hospitals since Jan1995 to Sep2015. 

PATIENTS AND METHODS: The study includes collective personal surgical experience of two 

vascular surgeons, one general surgeon, one orthopaedic surgeon and one chest surgeon, with 

patients of gossipiboma. The data of 20 patients was collected and analysed. The literature was 

searched for current information. 

RESULTS: Male and female were 5 and 15 respectively. The mean age was 33 years ranging 

from 16 to 53 years. Gossipiboma found in patients after Caesarean section (08), 

hysterectomies (04), thoracotomy (02), appendectomy (01) mastectomy (01), thigh abscess 

(01), throidectomy (01), shoulder surgery (01) and arteriovenou fistula(01). In almost 16 

cases abdominal sponge and in 04 cases surgical gauze were removed. Ultrasonography and CT 

scan were the investigations used to help in diagnosis. All patients recovered after removal of 

gossipiboma. 

CONCLUSION: Retained surgical sponge is a medical error occurring inadvertently commonly 

in obstetrical emergency procedures. CT scan is the investigation of choice for diagnosis. 

Correct counting thrice, x-rays of the involved area, use of bar coding of sponge, use of 

radioactive identification chip system and training of the operating room staff can minimize this 

error. 
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INTRODUCTION: 

Gossipiboma is the term used to describe a 

mass of cotton ( gauze piece, sponge or 

surgical towel) left in the human body during 

a surgical procedure1,2,3. The exact incidence 

is always under reported due to professional 

privacy and legal concerns4,5,6. However, the 

reported incidence is 0.1% in abdominal 

surgery and 0.3% in all surgical procedures7, 8, 

9,10. Most ofstudies done in this regard have 

suggested that caesarean sections performed 

in emergencies11,12 , are the commonest 

procedure where gossipiboma are left in 

abdominal cavity followed by 

hyterctomies13,14. But it can be left anywhere 

in the body4,9,10,13,14. X-rays of involved area, 

USG and CT scan are the investigations used 

to diagnose gossipiboma. Proactive risk 

strategies like perioperative triple counting of 

gauze and sponge15, use of barcode, 
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radiofrequency identification chip detector 

system, can reduce the incidence of its 

occurrence. In our study, we reported 20 

cases of gossipiboma encountered by principle 

author and co- authors during their surgical 

carrier, having their primary surgery both in 

civil and army hospitals. Few of these patients 

had their primary surgery by the authors 

themselves. The idea is, to explain clinical 

presentation, diagnosis, treatment and post 

operative outcome of gossipiboma. 

Preoperative risks and preventive measures 

are also highlighted with review of literature.  

MATERIAL AND METHODS: 

A total of 20 patients having gossipiboma 

after their primary surgery in various 

hospitals during 1995-2015, have been 

included in our study. The data regarding age, 

sex, primary operation, interval between 

primary surgery and diagnosis of 

gossipiboma, clinical features, diagnostic 

work, second surgery and outcome was 

collected and analysed along with literature 

review. 

RESULTS: 

Male and female were 5 (25%) and 15 (75%) 

respectively (Fig.1). The mean age was 33 

years ranging from 16 to 53 year (Fig.2). 

Eight Gossipiboma found in patients after 

Caesarean section (40%), 04 hysterectomies 

(20%),  02 thoracotomy (10%), 01 

appendectomy (5%), 01 mastectomy (5%), 

01 thigh abscess (5%), 01 throidectomy 

(5%), 01 shoulder surgery (5%) and  01 

arteriovenou fistula (Fig.3). The interval 

between primary surgery and diagnosis of 

gossipiboma ranges from 5days to 4 years.   

The primary complaint was pain abdomen 

after primary surgery in 10 cases (50%), 

intestinal obstruction in 2 cases (10%), 

diffuse peritonitis in 1 case (5%) and 

discharging sinus in 07 cases (35%). In 

almost 16 cases (80%) gossipiboma was a 

sponge and in 4 cases (20%), surgical gauze 

were removed (Fig.4). Ultrasonography 

helped in 17 cases (85%) confirmed by CT 

scan.Three cases (15%) were diagnosed 

clinically.  All patients recovered after removal 

of gossipiboma.  

DISCUSSION: 

Retention of surgical gauze in human body 

during a surgical procedure is a medical error 

which has been occurring since the first 

surgery was performed by human1-6,16,17,18. 

Although the exact incidence remains under 

reported due to professional privacy and legal 

concerns, but still reported incidence is 0.03-

0.1% in all abdominopelvic and 0.3% in 

overall surgical procedures4-10. In our study, 

the initial surgery was performed in various 

civil and army hospitals, so the incidence is 

difficult to report. Emergency surgical 

procedures, fatty patients19, incorrect 

counting20, change in shift, change in surgical 

plan, poor provider to provider 

communication21,22,23 and closure by junior 

doctors are the usual risk factors responsible 

for retained surgical sponge. In our study 

emergency surgeries, change in shift, obesity 

and closure by the junior doctors were 

probably responsible for its occurrence. 

Abdominopelvic cavity is the commonest site 

where the surgical sponge are usually left 

unintentionally although they can be left 

anywhere in the body4,9,10,11,12,13,14. In our 

series, 70% surgical sponge left during 

abdominal and pelvic procedures (out of 

which 60% retained during caesarean section 

and hysterectomy while 10% occurred after 

appendectomy), 10% after thoracic surgery 

and 5% after vascular procedure while  

incidence is72% in abdominopelvic ,10% in 

vascular and 6% in orthopaedic procedures in 

international studies24. 

The retained surgical sponge clinically may 

remain asymptomatic resulting from aseptic 

fibrinous inflammatory reaction and adhesions 

which encapsulate the retained sponge in 

omentum and surrounding structures making 

diagnosis difficult. The retained sponge are 

detected incidentally, or they present with 

tumor liker symptoms25,26,27.  In the other 

form, retained surgical sponge result in 
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exudative inflammatory reaction, with an  

abscess or chronic internal or external fistula 

formation. This usually presents much earlier 

with discharging sinusor intestinal 

obstruction28,29. In some case retained sponge 

erode the hollow viscera and then penetrate 

into it with resulting adhesions or healing of 

the eroded part. The peristalsis cause the 

foreign body to move further and clinically 

represent as sub acute intestinal obstruction 

or impacted usually in terminal ileum to 

present as a case of acute intestinal 

obstruction19,21,28,29. Sometimes, the sponge 

passes down through the rectum and patient 

becomes symptom free. In our study, the 

average time of presentation was 5 days to 04 

years consistent with that reported by 

others16. The patients presented with pain 

abdomen, intestinal obstruction, vaginal 

purulent discharge, peritonitis and discharging 

sinus. Sponge or gauze found incidentally, in 

four of our patients with long standing 

discharging sinus. 

Once there is doubt of a retained sponge, x-

rays (if sponge is radio opaque), USG, CT 

scan and MRI of the involved area should be 

performed for the diagnosis30,31,32,33. We used 

to do an USG of the involved area and then 

CT scan. Treatment after early detection of 

retained sponge, reduces the morbidity and 

mortality. Laparoscopic, endoscopic or 

surgical exploration must be done to remove 

the retained sponge34,35,36,37. In our series, we 

removed most of the retained sponge 

surgically but two sponge were removed 

laparoscopically and thoracoscopically. 

Retained sponge is a human medical error and 

cannot be completely abolished but the 

incidence can be reduced by continuous 

medical training emphasizing on harmful 

effects of retained sponge and strict 

adherence to operating room regulations38. 

Use of radio-opaque sponge39, counting 

thrice40, use of radiofrequency identification 

chip detector system41, better  communication 

between provider to provider, thorough 

inspection before closure, closure by or in 

presence of senior surgeon, x-rays or re 

exploration on table in case of doubtful 

counting and the taking adequate time for 

surgery by surgeon41, are all which can help 

to minimize the incidence of retained sponge. 

SUMMARY: 

Retained surgical sponge is a medical error 

having a lot of professional and legal 

implications. Clinically it may be 

asymptomatic and may present with mass or 

may present with abscess, intestinal 

obstruction, pain abdomen, discharging sinus 

or fistula. USG and CT Scan of involved area, 

are the investigation of choice. Surgically, 

laproscopically or endoscopically gossipiboma 

should be removed immediately after 

dectection. Team oriented surgical education 

and strict adherence to operating room 

regulations, are important in minimizing its 

occurrance.   

REFERENCES: 

1.  Williams RG, Bragg DG, Nelson JA. 

Gossypiboma – the problem of the 

retained surgical sponge. Radiology 

1978;129:323–6.  

2.  Mentes BB, Yilmaz E, Sen M, et al. 

Transgastric migration of a surgical 

sponge. J Clin Gastroenterol 1997;24:55–

7. 

3.  Abdul-Karim FW, Benevenia J, Pathria 

MN, et al. Retained surgical sponge 

(gossypiboma) with a foreign body 

reaction and remote and organizing 

hematoma. Skeletal Radiol 1992;21:466–

9.  

4.  Bani-Hani KE, Gharaiheh KA, Yaghan RJ. 

Retained surgical sponges (gossypiboma). 

Asian J Surg 2005;28(2):109-15.  

5.  Gawande AA, Studdert DM, Orav EJ, et al. 

Risk factors for retained instruments and 

sponges after surgery. N Engl J Med 

2003; 348:229–35.  

6.  Kaiser CW, Friedman S, Spurling KP, et 

al. The retained surgical sponge. Ann 

Surg 1996;224:79–84. 6. 



 

JUMDC Vol. 8, Issue 2, April-June 2017 27 

JAMIL M., USMAN R., etal. TREATMENT OF GOSSIPIBOMA 

7.  Hyslop JW, Maull KI. Natural history of 

the retained surgical sponge. South Med J 

1982;75:657-60. 

8.  Jason RS, Chisolm A, Lubetsky HW. 

Retained surgical sponge simulating a 

pancreatic mass. J Natl Med Assoc 

1979;71:501-3. 

9. Sheehan RE, Sheppard MN, Hansell DM. 

Retained intrathoracic surgical swab: CT 

appearances. J Thorax Imaging 

2000;15:61-4. 

10 . Coskun M, Noyvat F, Agildere AM. CT 

features of a pericardial gossypiboma. 

Euro Radiol 1999;9:728-30. 

11.  Moyle H, Hines OJ, McFadden DW. 

Gossypiboma of the abdomen. Arch Surg 

1996;131:566-8. 

12.  Ahmed G, Attiq-ur- Rehman S, Anjum 

MZ. Retained sponge after abdominal 

surgery. J Coll Physicians Surg Pak 

2003;13(11):640-3.  

13.  Mathew JM, Rajshekhar V, Chandy MJ. 

MRI neurosurgical gossypiboma: report of 

two cases. Neuroradiology 1996;38:468-

9. 

14.  Chater-Cure G, Fonnegra-Caballero A, 

Baldión- Elorza AM, Jiménez-Hakim E. 

[Gossypiboma in 

neurosurgery. Case report and literature 

review.] Neurocirugia (Astur) 

2009;20(1):44-8, discussion 48-9.  

15.  Williams RG, Bragg DG, Nelson JA. 

Gossypiboma – the problem of the 

retained surgical sponge. Radiology 

1978;129:323–6. 

16.  Gawande AA, Studdert DM, Orav EJ, et al: 

Risk factors for retained instruments and 

sponges after surgery. N Engl J Med 

2003;348:229–235 

17.  Tacyildiz I, Aldemir M: The mistakes of 

surgeons: “gossypiboma”. Acta Chir Belg 

2004;104:71–75 

18. Imran Y, Azman MZ: Asymptomatic 

chronically retained gauze in the pelvic 

cavity. Med J Malaysia 2005;60:358–359 

19.  Martin RA. Gossypiboma-a surgeons’ 

legacy reported case and review of the 

literature. Dis Colon Rectum 

2002;45:119-20. 

20.  Atkinson LU. Berry and Kohn's Operating 

Room Technique. 7th ed. St Louis: Mosby; 

1992.  

21.  Wan W, Le T, Riskin L, Macario A. 

Improving safety in the operating room: a 

systematic literature review of retained 

surgical sponges. Curr Opin Anaesthesiol 

2009;22(2):207-14.  

22.  Helmreich RL, Butler RA, Taggart WIZ. 

Behavioral markers in accidents and 

incidents: reference list. Austin, Texas, 

University of Texas, 1994. 

23.  Helmreich RL, Schaefer HG. Team 

performance in the operating room. In: 

Bogner MS, editor. Human errors in 

medicine. Hillsdale, NJ: Erlbaum; 1994.  

24.  Mouhsine E, Halkic N, Garofalo R, et al: 

Soft-tissue textiloma: a potential 

diagnostic pitfall. Can J Surg 

2005;48:495–496  

25.  Hyslop JW, Maull KI. Natural history of 

the retained surgical sponge. South Med J 

1982;75:657–60.  

26.  Gupta NM, Chaudhary A, Nanda V, et al. 

Retained surgical sponge after 

laparotomy. Unusual presentation. Dis 

Colon Rectum 1985;28: 451–3. 

27.  Serra J, Matias-Guiu X, Calabuig R, et al. 

Surgical gauze pseudotumor. Am J Surg 

1988;155:235–7.  

28.  Mahalik SK, Puneet, Gupta SK, Khanna 

AK. Gos- sypiboma: intramural and 

transmural migration 

causing small bowel obstruction. ANZ J 

Surg 2008; 78(5):417-8. 

29. Alis H, Soylu A, Dolay K, Kalayci M, Ciltas 

A. Surgical intervention may not always 

be required in gossypiboma with 

intraluminal migration. World J 

Gastroenterol 2007;13(48):6605-7.  

30.  Van Goethem JW, Parizel PM, Perdieius D, 

et al. MR and CT imaging of paraspinal 

textiloma (gossypiboma). J Comput Assist 

Tomogr 1991;15:1000–3. 



 

28 JUMDC Vol. 8, Issue 2, April-June 2017 

JAMIL M., USMAN R., etal. TREATMENT OF GOSSIPIBOMA 

31.  Kokubo T, Itai Y, Ohtomo K, et al. 

Retained surgical sponges: CT and US 

appearance. Radiology 1987;165:415–8. 

32.  Mochizuki T, Takehara Y, Ichijo K, et al. 

Case report: MR appearance of a retained 

surgical sponge. Clin Radiol 1992;46:66–

7. 

33.  Nabors MW, McCrary ME, Clemente RJ, et 

al. Identification of a retained surgical 

sponge using magnetic resonance 

imaging. Neurosurgery 1986;18:496–8. 

34.  Mentes BB, Yilmaz E, Sen M, et al. 

Transgastric migration of a surgical 

sponge. J Clin Gastroenterol 1997;24:55–

7. 

35.  Altin M, Dobrucal A, Tuncer M, et al. 

Endoscopic diagnosis of a 

retained surgical sponge following intra-

abdominal surgery. Endoscopy 

1995;27:467. 

36.  Childers JM, Caplinger P. Laparoscopic 

retrieval of a retained surgical 

sponge: a case report. Surg Laparosc 

Endosc 1993;3:135–8. 

37.  Hugh TB, Colman JV. Laparoscopic 

intraperitoneal foreign body from 

adhesive drapes. Aust NZ J Surg 

2000;70:525. 

38.  Asian J Surg 2005;28(2):109–15 

39.  Pierson MA. Patient and environmental 

safety. In: Meeker M, Rothrock J, eds. 

Alexander's Care of the Patient in 

Surgery. 10th ed. St. Louis, MO: Mosby; 

1995:31-32. 

40. Chorvat G, Kahn J, Camelot G, et al. The 

fate of swabs forgotten in the abdomen. 

Ann Chir 1976;30:643–9. 

41. Rogers A, Jones E, Oleynikov D: Radio 

frequency identification (RFID) applied to 

surgical sponges. Surg Endosc 

2007;21:1235–1237 

42. Couper RT. Risk factors for retained 

instruments and sponges after surgery. N 

Engl J Med 2003;348:1724–5. 

 

 

 

 

 

 

 

 

A VIRTUOUS PERSON IS BETTER THAN VIRTUE AND A VICIOUS PERSON IS WORSE 
THAN VICE. 

Hazrat Ali (Karmulha Wajhay) 

 

SR 
# 

AUTHOR NAME CONTRIBUTION 

1 Muhammad 

Jamil 

Principal 

2 Rashid Usman Co author 

3 Muhammad 

Afzal 

Collected data for 

general surgery 
 

Submitted for publication: 05-03-2016 
 

Accepted for publication: 20-02-2017 


