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ABSTRACT 

Background:  Retained foreign object (RFO) of which gossypiboma is 

one of them have been identified as a rare cause of intestinal obstruction 

but the incidence is rising with increasing number of surgeries. 

Gossypiboma is a general term used for surgical materials made of 

cotton which may vary from a small piece of gauze to a large abdominal 

mop or towel. Gossypiboma is an uncommon surgical embarrassment 

which is associated with increased morbidity and mortality as well as  

litigation against the Surgeon or hospital. This study presents two 

concurrent cases of intestinal obstruction secondary to gossypiboma 

presenting in our centre within a space of a week from surgeries done in 

2 different private hospitals several years ago. A high index of suspicion 

is needed to make the diagnosis and all efforts should be geared towards 

its prevention. 

 

Keywords: Retained foreign body, Morbidity, Litigation, Acute abdomen, 
Gauzeoma

INTRODUCTION 
Intestinal obstruction is the impedance of 
cephalo-caudal movement of gastro-intestinal 
contents. It has a wide range of causes and 
may occur as post-operative complication 
following a laparotomy. Retained foreign 
object (RFO) of which gossypiboma is one of 
them has been identified as a rare cause of 
intestinal obstruction, though the incidence is 
rising with increasing number of surgeries 
being done.1,2,3,4,5,6,7,8 Retained foreign objects 
could vary from cotton surgical materials to 
plastic and metallic surgical instruments or 
other materials.4 Gossypiboma is a general 
term used for surgical materials made of 
cotton which may vary from a small piece of 

gauze to a large abdominal mop or towel. 
Some authors have used other terms to 
describe RFO of cotton origin like: textiloma, 
gauzeoma, muslinoma, cottonoid and 
cottonballoma.9,10,11,12 
 
Gossypiboma has been reported in surgeries 
involving several parts of the body but is  
most common following intra-abdominal 
surgeries.10,12,13,14,15,16,17 Gossypiboma is a very 
devastating but preventable post-operative 
complication that can lead to increased 
morbidity and mortality on the part of the 
patients as well as  litigation, loss of self 
confidence and reputation on the part of the 
surgeon.1,12 The actual incidence of 
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gossypiboma is unknown due to under 
reporting because of associated medico-legal 
implications and prolonged latency which 
may last   several years.1,5,13,18,19,20  

 

Intra-abdominal gossypiboma could present 
in a number of ways depending on its 
location and the type of body reaction 
induced. It could be: asymptomatic or 
delayed presentation for several years; aseptic 
fibrotic reaction leading to formation of an 
abdominal mass which may lead to later 
complications; exudative reaction with 
abscess formation, intra-luminal migration, 
intestinal obstruction or fistula formation. 3,5,6, 

21,22,23,24,25  

 

The aim of this study is to report two 
concurrent cases of intestinal obstruction 
secondary to gossypiboma presenting in our 
centre within a space of a week from 
surgeries done in 2 different private hospitals 
several years ago. It is also to highlight 
gossypiboma as a possible aetiology in any 
post laparotomy intestinal obstruction.   
 
CASE REPORTS 
 
Case 1 
A 36 year old single lady presented to our 
centre with an on and off history of 
abdominal pains of a year duration. Pain was 
colicky and transiently relieved by some oral 
analgesics and antibiotics. The current 
episode started a week ago, more severe with 
associated abdominal distension, vomiting 
and constipation. She gave a history of 
hysterectomy done at a private hospital 2 
years prior to presentation.  
 
On admission, patient was acutely ill-looking, 
in painful distress, pale, anicteric and 
dehydrated. Pulse rate of 140 beats/min and 
blood pressure of 120/80mmHg were 
recorded. Abdomen was distended with 
generalized tenderness. There was a mid-line 
sub-umbilical incision scar and bowel sound 
was hypoactive. Abdominal ultrasound 
showed dilated and aperistaltic loops of small 
bowel floating on large pool of intra-
abdominal and pelvic fluid. A preoperative 
diagnosis of strangulated intestinal 

obstruction secondary to post-operative  
adhesions was made. She was counseled and 
worked up for laparotomy. Intra-operative 
findings were: intra-abdominal and pelvic 
abscesses mixed with faeces, adherent loops 
of ileum forming a huge mass and multiple 
perforations on the part of the bowel forming 
the mass with proximal bowel distension.  
 
Resection of the mid ileum bearing the mass 
was done with end to end ilio-ileal 
anastomosis. Warm saline lavage of the 
abdomen was done. Opening of the resected 
mass showed a large piece of surgical 
mop/towel completely surrounded by bowel 
loops and partly intra-luminal (see Figure 1). 
She had a turbulent post-operative recovery 
as she developed intra-abdominal abscess for 
which a second laparotomy was done. She 
subsequently recovered and was discharged 
home sifter 38days on admission. A litigation 
threat was sent to the doctor that performed 
the initial hysterectomy by the patient’s 
attorney, but the matter was eventually 
settled out of court. 
 
Case 2 
A 34 year old married woman presented at 
our facility with 6 year history of left lower 
abdominal mass and pains. The pain was 
worse after feeding, colicky and relieved by 
some unknown drugs. There was associated 
anorexia, weight loss, abdominal fullness and 
occasional constipation but no fever or 
vomiting. Above symptoms were noticed 
after a caesarean section was done 6 years ago 
at a private hospital. She is not a known 
hypertensive or diabetic. On examination, she 
was chronically ill-looking, afebrile, pale, 
anicteric, not dehydrated and with a pulse 
rate of 110 beats/sec. Abdominal examination 
revealed a Pfannenstiel incision scar with 
hard intra-abdominal mass located on the left 
iliac fossa, mildly tender and measures 
10x12cm. Abdominal ultrasound showed a 
mass on left lower abdomen sitting close to 
the fundus of the uterus with acoustic 
shadow. There were lots of   gases and fluid 
dilatation of the bowel.  
 
An initial diagnosis of partial intestinal 
obstruction secondary to intra-abdominal 
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retained foreign body with a differential of 
left colonic tumour was made. She was 
counseled for surgery. Intra-operative 
findings were: intra-abdominal mass inside a 
loop of ileum with associated loops of 
adherent small bowel to the anterior 
abdominal wall over the previous scar. 
Adhesiolysis,  resection of bowel mass with 
ilio-ileal anastomosis were done. Opening of 
the bowel mass showed a surgical towel 
completely intra-luminal (Figure 2). Post-
operative recovery was uneventful and she 
was discharged on the eight post-operative 
day.  
 
Figure 1. Surgical mop partly intra-luminal 
with multiple perforation and walled off by 
loop of ileum.  

 
 
Figure 2. Post-operative picture of a surgical 
mop/towel completely intra-luminal in a 
loop of ileum. 

 
 

DISCUSSION 
Gossypiboma is a term used to describe a 
retained foreign object inadvertently left in 
the body following a surgical 
procedure.6,7,12,16,19,23,25 Gossypiboma is an 
uncommon surgical embarrassment which is 
associated with increased morbidity and 
mortality. The actual data concerning 
gossypiboma is unknown because it is highly 
under reported because of the high risk of 
litigation associated with it and because some 
can remain asymptomatic for a very long 
time.1,5,13,18-20 However, its incidence has been 
reported to be as high as 1 in 100-5000 for all 
surgical procedures and 1 in 1000-1500 for 
intra-abdominal surgeries.16,17,25  

 

Gossypiboma is an important cause of 
intestinal obstruction as shown in our 2 index 
cases. The clinical presentation of intra-
abdominal gossypiboma could vary widely 
from being asymptomatic to presentations 
with symptoms and signs of intestinal 
obstruction.7,16,23,25 Some of the more common 
presentations as noted by Wan et al. are: 
Pain/irritation (42%), palpable mass (27%), 
and fever (12%).15  It could also be 
complicated by: adhesion (31%), abscess 
(24%), and fistula (20%).13,15  
 
Adhesions as seen in our second case usually 
result from a prolonged phase of aseptic 
fibrosis, encapsulation and formation of an 
intra-abdominal mass. On the other hand, 
abscess formation as seen in our first case 
could result from initial exudation and then 
secondary bacterial infection. These 2 typical 
scenarios could manifest with: abdominal 
pain, abdominal mass, intestinal obstruction, 
gastrointestinal hemorrhage, intra-abdominal 
sepsis, granulomatous peritonitis and fistula 
formation in the nearby structures.3  
 
Fistulae involving various structures 
following intra-abdominal gossypiboma have 
been reported.3,5,6,17,25  Transmural migration 
of gossypiboma is usually a prelude to bowel 
or visceral perforation, obstruction or fistula 
formation.20 The site of the fistula depends on 
the primary surgery and the location of the 
foreign object which migrates into the 
surrounding structures. Transmural 
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migration of an intra-abdominal gossypiboma 
has been reported to occur in stomach, ileum, 
colon, bladder, vagina and 
diaphragm.3,5,6,17,20,25 

 
Gossypiboma in general occur more 
following gynecological and upper 
abdominal emergency surgeries but it can 
also be seen after thoracic, orthopedic, 
urological, and neurosurgical operations.13,18 

For intra-abdominal gossypiboma, the 
commonest initial surgical procedure 
according to Lv et al.  are: cholecystectomy 
(32.6%); caesarean section (19.6%) and 
hysterectomy (15.2%).19  

 

Some of the noted causes of gossypiboma are: 
unexpected change in the surgical procedure, 
emergency surgeries, obesity, difficult 
surgeries, inexperienced staff, 
hurried/inadequate counting of surgical 
materials, fatigued surgical team, 
involvement of more than one surgical team 
and change of nursing staff during the 
surgical procedure among others.6,13 

 
Detection of gossypiboma is made difficult 
due to its rarity, prolonged latency in some 
cases and because it could be 
asymptomatic.1,3,5,13 Some imaging technique 
can be of help in detection of gossypiboma, 
they include: plain x-ray; ultrasonography, 
CT-Scan and MRI.12,14,19 According to Wan et 
al., the most common detection methods were 
computed tomography (61%), radiography 
(35%) and ultrasound (34%).15 Detection by 
radiological screening is very difficult 
particularly if the sponge does not have 
radio-opaque marker on it.18  
 
Ultrasound may show a cystic or a solid mass. 
The cystic lesion may present with a wavy 
echogenic structure while the solid type may 
appear as a complex mass with hyper and 
hypo-echoic regions.14 The retained material 
may also show an acoustic shadowing due to 
calcification as seen in our second index case. 
CT-Scan may show a low-density, 
heterogeneous mass with a thick peripheral 
rim due to calcification.14 The presence of 
mottled, bubbly gas shadows with 

spongiform pattern will suggest the 
diagnosis.12,14 

 
Gossypiboma whenever discovered or 
diagnosed should be removed. The mode of 
retrieval or removal of a gossypiboma could 
vary widely from non-surgical endoscopic 
retrieval to laparoscopic or open surgical 
removal with possible resection and 
anastomosis as seen in the index cases. The 
chosen mode of removal will depend on the 
location of the gossypiboma, the clinical 
presentation and the available technological 
knowhow and facility.12,19,20  
 
There have been documentations on 
spontaneous passage of an intra-luminal 
gossypiboma through the anus during 
defaecation.12,19,25 Some cases of endoscopic 
retrieval of intra-luminal gossypiboma 
through a gastro-duodenoscope have been 
achieved successfully but should only be 
attempted if there is no associated active 
gastro-intestinal bleeding, intestinal 
obstruction, or free perforation.19  
 
Open surgical operation for removal of 
gossypiboma could also vary from   
percutaneously making an incision directly 
over the palpable mass or through a formal 
laparotomy as in the index cases. Making a 
direct incision over the palpable mass could 
simplify a formal laparotomy and reduce the 
extensive dissections that may be involved in 
a formal laparotomy.12 A formal laparotomy 
may be very imperative in cases with 
associated intestinal obstruction, bowel 
perforation or fistula formation.12,19 

 
Gossypibomas are better prevented because 
of their devastating effects to the patient, the 
surgeon and the hospital involved. A number 
of steps are involved in the prevention of 
gossypiboma and they include: counting the 
surgical materials and instruments before and 
after the surgery by the scrub nurse; re-
counting whenever there is change in the 
operative staff; exploration of the entire 
abdomen by the surgeon at the end of the 
surgery for confirmation after correct 
counting; use of only sponges or towels with 
radio-opaque marker; avoiding the use of 
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small pieces of gauze inside the abdomen; 
radiographic imaging with a high resolution 
X-ray in high risk cases before closure and 
adopting an effective hospital protocol which 
must be adhered to during surgeries.6,12  
 
There are however some newer technologies 
used in some centres to reduce human errors 
in counting. They include: the use of 
radiofrequency device; barcode sponge 
system; utilization of a tag made of a 

specialized magnetic metal, which emits 
when demagnetizes, a radio wave that can be 
detected by a hand held detector.12,25,26 
 
CONCLUSION 
Gossypiboma is a rare but emerging cause of 
intestinal obstruction. A high index of 
suspicion is needed to make the diagnosis 
and all efforts should be geared towards 
prevention.  
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