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SUMMARY

The causes of intra-abdominal masses associated with chronic abdominal pain range from the
benign to malignant; common to bizarre and some raise major medical-legal issues. We present
a case of a 40-year old African lady who presented with chronic right-sided abdominal pain with
an associated mass on the right mid-abdomen. She had had a Caesarian section one year prior to
presentation. Antecedent history of surgery and typical imaging features enabled a preoperative
diagnosis of abdominal mass secondary to retained surgical gauze. The case illustrates the fallibility

of the men and women in the operating theatres and the vital role of correct instrument and sponge

counts.

CASE REPORT

Mrs. X was a 40-year old African lady, who first
presented to our out-patient department due to
increasing pain in the right mid abdomen for the
preceding two months. She had also noticed a
non-progressive swelling in the same region in the
preceding two weeks. An abdominal ultrasound
demonstrated a right-sided intra-abdominal mass
and the patient then referred to the surgical clinic for
further evaluation. Her pain was dull and occasional
initially, but got worse a week before presentation.
The pain had no aggravating or relieving factors, no
associated fever, night sweats, rigors or chills and
radiated neither to the back nor to the groin.

The swelling in the right mid-abdomen was
more obviously felt while lying down with the
abdomen relaxed. There was no associated change
in bowel habit nor was there a change in appetite or
loss of weight. Her urine was clear and micturition
painless. She had not noticed any change in urine
frequency. She had no family history of either
abdominal or gynaecological malignancy.

Significant past medical and surgical history was
treatment for peptic ulcer disease and that both her
children had been delivered via Caesarian sections
at outside institutions. The last Caesarian section
was one year prior to the symptomatology. At the
time of presentation she had regular menses with
normal flow.

On physical examination, she was a middle-
aged lady in good general condition, good nutrition
and no stigmata of chronic disease. She weighed 88
Kilograms and was 576" tall (body mass index of
30.9 kg/m?). She had no lymphadenopathy, finger
clubbing or jaundice. Her vital signs were within
normal ranges.

Abdominal examination was significant for
an eight centimetre diameter palpable mass in the
right mid abdomen. It felt firm and mobile with no
attachment to underlying structures or the skin.
The mass was slightly tender and was not pulsatile.
Bowel sounds were present and normal. Rectal and
vaginal examinations were normal.

The clinical diagnosis at this point was a
right-sided abdominal mass with the differential
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diagnoses including mesenteric tumor, cecal mass,
appendicular mass or pedunculated gynaecological
tumor. Her hematological and biochemical
investigations were all normal (Table 1). The urine
analysis was normal.

Table 1

Haematological and biochemical indices in a patient
with retained gauze

Test Results Normal range
WBC (N 55%, 5.7 48-10.8
1.40%,M2%, E3%)

Haemoglobin 145g/dl  12-16g/dl
Plateletes 347 150 - 400
Potassium 4.2 3.5~4.9 mmol/1
Sodium 139 135 - 149 mmol/1
Creatinine 81 60 — 124 umol/1
Urea 49 2.5-6.7 mmol/]

We reviewed her ultrasound scan that revealed
a normal uterus, normal ovaries and adnexae. A

7.32 by 2.99 cm mass lay in the right iliac fossa at

‘ the level of the umbilicus. This was shown to be

a well-defined soft tissue mass in the right lower
abdomen on CT scan. It measured 8.5 by 7.6 cm and
contained multiple radio-opaque densities, separate
from all bowel loops. There was no evidence of
inflammation in the surrounding fat (Figure 1). The
serpentine linear opacities over the right portion of
the abdomen and seen on the scout film (Figure 2)
were diagnostic of retained surgical gauze.

The patient was appraised of the clinical and
radiological diagnoses and consented to surgery. At
laparotomy, we found a mass at the right iliac fossa.
It measured 10 cm in diameter and was attached to
the lateral abdominal wall, the omentum, part of
the transverse colon and caecum. It was excised in
total and found to consist of a walled-off abscess
containing a single large abdominal surgical gauze
(Figure 3). The liver, spleen and intestines appeared
normal. The post-operative period has been
uneventful. The histopathology report confirmed
an abscess wall with gauze. The final diagnosis was
Gossypiboma.

Figure 1
Abdominal computed tomography scan for patient X, three months following Caesarian-section. Note the
characteristic rounded soft tissue non-homogenous mass with whirl-like pattern
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Figure 2
Scout film of the abdomen showing serpentine linear opacities over the right portion of abdomen

Figure 3
Excised mass at laparotomy. Notice the thick wall lining a cavity containing the folded large abdominal gauze pad
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DISCUSSION

The term gossypiboma derives from the words
gossium (cotton) and the swahili word boma
(housing or place of concealment) (1). There is also
an occasional meaning of gossypiboma that relates
to the attended gossip that follows its exposure (2).
The true incidence of gossypiboma is difficult to
estimate as published reports are limited by fears
of initiating medical-legal suits and critical press
coverage (3). Further, some patients may remain
asymptomatic for years. This is the first report from
our institution and the only case in recent times. It
is estimated that the rate lies somewhere between
1/8,801 to 1/18,760 inpatient operations at non-
specialty acute care hospitals, corresponding to one
case or more each year for a typical large hospital
(3). Although the local incidence of retained surgical
gauze remains unclear and possibly very low, we
believe it is important not only from a medical-
legal standpoint but for the significant associated
morbidity and mortality.

Our patient has had to undergo a second
operation for symptomatic abdominal swelling.
Although the postoperative outcome was excellent,
the financial implication for the preoperative work-
up and laparotomy was immense. Sometimes the
outcome is less optimal (4,5) in repeat operations. In
a review of retained gauzes at a university hospital
in Jordan, Bani-Hani reported one death out of their
series of eleven patients (5).

Anumber of factors are associated with retention
of surgical implements and sponges/gauze. These
include emergency surgery; complex surgery
involving more than one team; change-over in the
nursing team during surgery; high body mass index
of the patient; procedures involving a lot of blood loss
and abdominal/pelvic surgery (3). Our patient had
undergone an earlier emergency Caesarian section
through a Pfannenstiel incision. We contend that the
emergency nature of her operation complicated by the
surgical approach and her body habitus contributed
to the iatrogenic complication being reported here.
Emergency operations are more likely tobe associated
with failure to perform correct sponge counts (3,5).
The low incision in a capacious abdomen may lend
a lost sponge difficult to visualise at the end of the
laparotomy. Although reports suggest that emergency
surgery is the culprit in anumber of cases of retained
sponges, one must consider a diagnosis of retained

sponges after any laparotomy. In a recent Israeli case
report, one half of the patients had undergone elective
abdominal operations (4).

Presentation may be acute with symptoms and
signs of abscess formation, peritonitis and intestinal
obstruction or chronic with vague abdominal
discomfort/pain, mass, adhesions, fistulae and
rarely with transmigration of the swab or instrument
through the hollow viscus (intestines or bladder)
6,7).

The CT scan examination facilitated the
preoperative diagnosis of gossypiboma in this case.
The classical CT scan features include soft tissue
mass with air bubbles and a whirl like or spongiform
pattern (8,9). Other imaging modalities also facilitate
diagnosis. They would usually have been ordered
for evaluation of the abdominal mass rather than
retained gauze per se. On scout films, a whirl-like
appearance is characteristic (10). The ultrasound
typically shows a well-delineated mass containing
wavy internal echo with a hypoechoic rim and a
strong posterior acoustic shadowing (11).

The retention of instruments and swabs in body
cavities illustrate a weakness to be overcome. The
development of radio-opaque sponges, protocols
of double counting of instruments and sponges
and surgical training that insists on routine
exploration of the abdomen after operation are all
meant to minimize the incidence. Avoiding hurried
counts during long procedures, usage of packs
during fascial closure and use of intra-operative
radiology in situations of multiple procedures and
where multiple disciplines have been involved are
additional measures (12). We call for rededication
to theatre protocols of strict sponge and instrument
counts and correct count documentation. Possibility
of a retained sponge should be entertained in
abdominal complaints following laparotomy.
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