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Introduction

The abdominal region of  the body is extremely complex because 
of  the organs and systems it contains such as the urogenital sys-
tem, important blood and lymphatic vessels, the gastrointestinal 
tract, and nerves and parts of  the musculoskeletal system, all of  
them housing or generating masses during current diseases, con-
genital alterations, inflammatory illness and tumors, and in para-
physiologic conditions [1-4].

Gynecological diseases are the main cause of  female masses. 
However, a solitary mass discovered by ultrasonography in 
a young woman can also be due to extra gynecological causes 
among which are, less frequently, ascites, peritoneal pseudomixo-
ma, mesenteric panniculitis and intraperitoneal foreign bodies [1].

Gray scale sonographic features of  abdominal masses can be used 
to separate them into conventional categories (cystic, complex, 
solid), and to subcategorize into a useful differential diagnosis 
based on size, location, internal consistency, and definition of  
borders although these features are specific in only some types 
of  masses [5-10].

In patients who undergo abdominal surgery and in patients with 
radioactive intraperitoneal treatment strong adherences originate, 
causing intraperitoneal fluid flow alterations provoking bags of  

peritoneal effusion simulating intraperitoneal masses. In cases 
of  pseudomixoma, typical appearance is a liquid mass localized 
among the intestinal loops, sometimes with septa or solid but-
tons inside. The mass in mesenteric panniculitis is homogeneous 
and circumscribed by a peripheral pseudocapsule well delimited 
[1, 5-10].

Concerning to the intraperitoneal foreign bodies they are a conse-
quence of  surgical malpractice consisting in a non-biodegradable 
foreign body plus the surrounding reactive tissue [11-13].

Presentation of  the Case

A 21 years old female was attended in Emergency room because 
a severe abdominal pain. On physical examination abdomen was 
flat, soft and depressible, painful on bilateral iliac zones and in 
hypogastric region where it was palpated a large, hard and immov-
able tumor. She had a previous history of  cesarean three years 
before. No other previous remarkable health history.

On echography, it was reported level free homogeneous liquid 
pouch of  Douglas and periadnexal, and besides it, a mass of  liq-
uid content with an echogenic center (Figure 1). Shape, size and 
echogenicity of  adnexal structures were normal. In addition, a 
Simple and Contrasted abdominal CT was performed, showing 
the presence of  a heterogeneous mass, 10.2x4.9cm in size, proba-
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Abstract

The abdominal region of  the body is extremely complex because of  the organs and systems it contains all of  them generat-
ing abdominal masses, the discovery of  which often poses significant diagnostic difficulties. A previously healthy, 21-year-
old woman presented to the hospital with a severe abdominal pain and an abdominal mass, approximately 10cm in size, 
raising a strong suspicion of  a malignant tumor in the upper abdomen. She had history of  abdominal cesarean. The patient 
elected to undergo exploratory surgery.
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ble intestinal origin suggesting ruling out a foreign body (bezoar), 
located in umbilical region, with distended bowel loops, thickened 
walls, mottled air inside, and with peripheral capture of  the con-
trast with no homogeneous appearance in the central region. It 
was also reported the presence of  free fluid in perihepatic region, 
right hepatorenal space, and bilateral parieto-colic and perivesical 
spaces.

The patient underwent a laparotomy. Although the exact diag-
nosis was uncertain at that time, there was a strong suspicion of  
a malignant tumor. It was performed a meticulous dissection of  
adhesions of  peritoneum, omentum, bladder dome and small in-
testine. The surgical specimen was send to pathology.

Gross examination of  the surgical piece described it as rounded, 
firm, yellowish, 10cm larger diameter, with few amounts of  mes-
enteric fat attached on its surface. The cut surface showed a thick 
fibrous wall cavity with large amount of  friable, crumbly, hem-
orrhagic content and textile fiber material inside (Figures 2-4). 
On histological examination necro hemorrhagic content, laden 
macrophages with abundant inorganic material identified as tex-
tile fiber, and chronic granulomatous inflammatory reaction with 
moderate amount of  foreign body giant cells was described. Also, 
extensive fibrosis and areas of  hemorrhage. Diagnosis of  texti-
loma was concluded.

The patient had a favorable clinical course and was discharged 
within a few days after surgery.

Discussion

Infrequently reported by the legal and medical implications it en-

tails and because its possibility of  causing serious complications, 
most often underestimated, Textiloma, Gasoma and/or Gos-
sypiboma, was first reported by Wilson C.P., in 1884, as foreign 
bodies left in the abdomen after laparotomy [12]. It consists of  
a mass within the body that involves forgotten surgical material 
and its corresponding foreign body tissue reaction. Its name de-
rived from Latin (gossi-pium/cotton), and Kiswahili (boma) that 
means “place of  concealment”, conceal, hide, site where it is hid-
den something and/or site where it is concealed something, place 
of  confinement [11, 13, 14]. 

Textile materials are the most commonly forgotten [15-17], but, 
also, other surgical materials such as artery forceps, pieces of  bro-
ken instruments or irrigation sets, scissors, needles and rubber 
materials [16, 18, 19].

The case we are reporting is important to review current aspects 
concerning to the retained postoperative textile foreign body, 
which is difficult to recognize in view of  it can simulate hemato-
ma, granulomatous process, abscess formation, fecalomas, cystic 
masses or a malignant neoplasm, as it happened in this patient.

The incidence of  Gossypiboma is unknown (approximately 
1:100-3000 in all surgical events and 1:1000-1500 in abdominal 
surgeries), and its clinical presentation very dissimilar. It can pre-
sent with pain and abdominal mass, adhesions, abscess, granu-
loma, intestinal obstruction [20], drilling intestinal fistula, extru-
sion or bleeding, fatigue, weakness, weight loss [21-24] and can be 
diagnosed long time after surgery, even 30 years, especially when 
the surgical abandoned material remains sterile [13, 14, 25, 26]. 
Sometimes it is incidentally detected through radiology made by 
other causes or during surgery performed for other reasons [26], 
including suspected malignancy [27].  

Figure 1. On echography, It was Reported a Mass of  Liquid Content with an Echogenic Center.

Figure 2. A rounded, firm, yellowish, 10cm larger diameter mass, with few amounts of  mesenteric fat attached on its 
surface.
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The emergency surgeries, changes in the type of  planned sur-
gery, extensive surgical procedures, are among the factors cited 
for such eventuality. In addition, changes in nursing staff  during 
surgery, the presence of  several surgical teams, disorganization, 
hurried sponge count, unstable patient condition, patients with 
high body mass index, and human mistake, inexperienced staff, 
and inadequate staff  numbers [15, 20].

On the other hand, these events have been reported in abdomi-
nal, thoracic, cardiovascular, breast, orthopedic and neurological 
surgeries [24, 28-30].  

According to the risk factors for retained foreign bodies (RFBs) 
published by the New England Journal of  Medicine [20], in this 
case we can identify that count of  gauzes was clearly not suf-
ficient. Besides it, to have no policy regarding radiography, and 
probable malpractice in surgery, and deficient safety culture and 
quality management in the operating room.

The simply counting of  the gauzes once completed the surgery 
does not guarantee that has not been forgotten one of  these in 
the procedure. Their removal should be careful by keeping an ex-
haustive count during the preoperative, intraoperative and post-
operative moments, and a complete exploration by quadrants of  
the entire cavity by the surgeon and his team before closure.

Conforming to the WHO recommendations, two similar persons 
should always do this count separately in a consistent sequence, 
and should note their names in the count sheet or nursing record 
in addition with a methodical exploration of  surgical wound by 
the operating surgeon [30].

These precautions decrease the likelihood of  leaving surgical ma-
terials especially in cases the sponges do not have any radiological 
marker on themselves, as in the case we present, being difficult the 
diagnosis by using radiological screening.

If  there is any doubt in the counts, immediate intraoperative X-
rays should be indicated to detect materials such as gauze spong-
es. Technologies for detection include two-dimensional bar code, 
radiofrequency detector, and radiofrequency identification. The 
two-dimensional bar code system incorporates a specific code to 
each sponge, which prevents double count. The radiofrequency 
detector identifies sponges by radiofrequency beacons, which 
cause base station to produce a beep when they remain under-
neath. The later technique, radiofrequency identification, is a 
modification of  radiofrequency detector where a tag is attached to 
each sponge. The surgical sponge is incorporated with radiopaque 
markers (density equivalent to 0.1 g/cm sup BaSO4) in between 
layers or strips or outside fibers [30].

Therefore, once collected an appropriated clinical history of  an 
abdominal mass, the best examination is the ultrasonography. The 
echography describes it as a mass of  liquid content, with intral-
esional linear and hyperechoic wavy structures, an echogenic le-
sion in its center and a rear sonic shadow not associated with gas 
and/or calcifications. Occasionally, it can adopt a fully anechoic 
pattern image, with liquid content, sometimes with irregular in-
ternal echoes of  varied sizes or with hypo echogenic patterns or 
complex mass patterns [15, 20, 31].

In some cases, is difficult to evaluate the nature of  the lesion, then 
a CT or MRI scan is required. On CT scan, forgotten surgical 
material is well defined, and a dense wall (that may or may not be 
present on post contrast IV enhancement) accompanies it. The 
center of  the lesion has an appearance of  twirl, swirl (“whirl-like" 
pattern) due to gas trapped within the network of  fibers of  the 
textile material. It is also possible to demonstrate fluid levels with-
in or gas, indicating the formation of  an abscess that determines 
the differential diagnosis with a hematoma. In long-standing cas-
es, surgical forgotten material can calcify [15, 20, 32].

Contrast-enhanced CT scan usually demonstrates a solid space-

Figure 3. The cut surface shows a thick fibrous wall cavity with large amount of  friable, crumbly, hemorrhagic content.

Figure 4. The cavity with textile fiber material inside.
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occupying lesion, with soft tissue density, with reinforcement in 
the wall with a hyperdense area inside, with or without air bub-
bles, identifying, in addition, fistulous trajectories originating in 
the cavity of  intralesional abscesses that are discovered through 
gastrointestinal contrast studies [15, 20, 32].

Textiloma is a rare condition that usually goes unnoticed. It diag-
nosis is a challenge for surgeons because of  its nonspecific clinical 
manifestations, varied imagenological appearance, and because it 
is uncommon to consider it.

In this patient the suggestive clinical manifestations of  abdominal 
pain, palpable tumor and age, led surgeons to the diagnosis of  
probable intra-abdominal neoplastic processes. However, when 
the Simple and Contrasted abdominal CT was performed to the 
patient it showed a heterogeneous mass, probable intestinal ori-
gin, and suggest ruling out a foreign body, but it was no consider-
ing the previous history of  abdominal surgery and consequently 
the possibility of  a foreign body was not considered among the 
probable differential diagnoses.

It is exceptional to forget a gauze in a cavity in a surgery, but even 
though according to the medical reports the mortality associated 
varies from 0% to 35% [26, 33-35], its consequences are very im-
portant.

It can be free in the abdominal cavity or it can migrate from this 
to some intra-abdominal hollow viscera in an attempt by the body 
to get rid of  it. When entering the intestine through the ileocecal 
valve, the body may expel it in the stool [36]. It can also migrate 
to the chest by trans diaphragmatic via; and to the stomach, small 
intestine and colon, causing intestinal obstruction syndrome; to 
the bile duct causing obstructive jaundice, and to the bladder with 
partial transurethral externalization [36-44].

On the other hand, it may cause extrinsic compression by the 
mass effect generated by being close to a hollow organ. In these 
cases, the diagnosis is very difficult through images due to the 
close anatomical relationship with the abdominal organs [45, 46].

Once it is diagnosed the presence of  textiloma, it is recommended 
its removal due to the potential and unpredictable medical and/or 
legal complications, such as reoperation scheduled or emergency 
surgery, deeper and expensive studies to rule out certain patholo-
gies, and death as a direct result of  complication of  textiloma 
itself, or its treatment [26, 29, 32].

Although it has been found without any apparent medical conse-
quences, and even in patients who have refused treatment, they 
have been imposed lawsuits against surgical teams [27]. Patient 
may prosecute the responsible surgeon, and the surgeon will face 
humiliation, shame, charges of  negligence and loss of  reputation. 

Conclusions

The surgical material forgotten in the abdominal cavity causes 
very varied clinical manifestations, and it is potentially harmful 
from the point of  legal and medically aspects.

Considering every single surgical operation is a risk, surgeon 
should always remain vigilant and precautious as the diagnosis of  

Gossypiboma proves his neglect. Its medicolegal consequences 
include humiliation, monetary compensation and sentence on 
the part of  the surgeon, and increased morbidity, mortality and 
economic loss on the part of  the patient. Therefore, prevention 
always remains the better alternative.

Nevertheless, despite the precautions taken in all surgeries this 
complication continues to observe so it should always be con-
sidered as a differential diagnosis of  intra-abdominal mass when 
there is surgical previous history.
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