


Gossypiboma Following Emergency Caesarean Section Leading to Left Adnexectomy: A Case Report

ABSTRACT
Introduction: Gossypiboma refers to a mass of cotton that is accidentally forgotten in the body cavity after a surgical procedure. It is otherwise called textiloma. Gossypiboma accounts for 80% of retained foreign bodies after a surgical procedure.
Aim: Although most gossypiboma occur following gynaecological surgery, there are reports of its occurrence following emergency caesarean section.
This case is being reported to further emphasise the need for a high index of suspicion for gossypiboma in any patient with recurrent abdominal pain with a previous history of surgery. This case report also revealed that gossypiboma can have a significant consequence on the reproductive carrier of the affected patient. Preventing gossypiboma should be seen as a collective responsibility of the entire surgical team.

Case presentation: A 20-year-old P1+0 (Not alive) woman who presented with a history of abdominal pain associated with abdominal swelling and fever 8 months after an emergency caesarean section. The caesarean section was on account of placental abruption and intrauterine fetal death at a private hospital.  At presentation, we found a young woman, conscious, not pale, afebrile. Vital signs were essentially normal. Abdominal examination revealed a mass at the left iliac fossa region with tenderness. Abdominopelvic ultrasound showed a thick-walled heterogeneous lesion in the left adnexal measuring 81 by 66mm in size with an echogenic part casting a posterior acoustic shadow. A computerized tomography scan was considered as it is the gold standard investigation for gossypiboma, but this is not readily available in our facility. She subsequently had an exploratory laparotomy with left adnexectomy. Intraoperative findings revealed a 6 by 8cm left adnexal mass (Incorporating the left fallopian tubes and the left ovary) that was walled off by omentum with purulent exudate. Her postoperative period was uneventful.
Discussion: Gossypiboma is a mass of cotton forgotten after a surgical procedure. Patients undergoing a multicavity procedure are at greater risk of having a gossypiboma. Its clinical presentation varies with symptoms and the timing of occurrence. Management depends mainly on the presentation of the patient. Gossypiboma is associated with significant medicolegal concerns.
Conclusion: Gossypiboma is associated with significant physical, psychological, economic, and medicolegal complications; thus, comprehensive preventive measures must be implemented to mitigate its occurrence. Preventing its occurrence should be seen as a collective responsibility of the entire surgical team.
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INTRODUCTION
Gossypiboma refers to a mass of cotton that is accidentally forgotten in the body cavity after a surgical procedure.[1] It is otherwise called textiloma.[2] Gossypiboma accounts for 80% of retained foreign bodies after a surgical procedure.[3] The incidence of gossypiboma after an abdominal surgery is 1 per 1000-1500.[4] The majority occurs following gynaecological surgery, and rarely after a caesarean section.[4] The effects of gossypiboma on the patients, surgeons, and the hospital are profound and far-reaching. It could result in significant physical and psychological consequences for the patients and their relatives.[5] On the other hand, the surgeon and the hospital may be faced with significant medicolegal and economic challenges in addition to damage to their professional reputation.[6]
The clinical presentation of gossypiboma varies with symptoms and the timing of occurrence. The interval between occurrence and diagnosis varies and can range from 2 months to as long as 40 years.[7] While some patients are asymptomatic, symptomatic patients may present with non-specific symptoms, with abdominal pain and swelling being the common presenting symptoms.[8] At the time of diagnosis, complications such as abscess, fistula, adhesion, intestinal obstruction, and migration into the bowel with subsequent perforation might have developed. [1,5] 
We hereby present a 20-year-old P1+0 (Not alive) woman who presented with a 3-month history of abdominal pain, abdominal swelling, and fever 8 months post-caesarean section at a private facility. 


CASE PRESENTATION
A 20-year-old P1+0 (Not alive) woman. She had an emergency caesarean section at a private hospital 8 months prior to presentation at our facility. The caesarean section was on account of placental abruption with intrauterine fetal death. About 5 months after the caesarean section, she developed abdominal pain with associated abdominal swelling and a low-grade fever. Following the onset of symptoms, she presented to the facility where she had the surgery, and the swelling was aspirated, which yielded a purulent effluent.  Her symptoms worsened, which necessitated her presentation at our facility. At presentation, her vital signs were essentially normal. On examining the abdomen, there was a healed Pfannenstiel scar, and a mass was felt at the left iliac fossa region extending to the left lumbar region with associated tenderness but no guarding or rebound tenderness. Vaginal examination revealed a normal-sized uterus, left adnexal fullness, right adnexal was free, and the pouch of Douglas was empty.
She had the following investigations: complete blood count, which revealed haemoglobin of 8.5g/dl (11.0-16.5g/dl); other parameters were essentially normal. Viral markers were all negative, and an abdominopelvic ultrasound showed a thick-walled heterogeneous lesion in the left adnexal measuring 81 by 66mm in size with an echogenic part casting a posterior acoustic shadow. 
She subsequently had an exploratory laparotomy with left adnexectomy in our facility. Intraoperative findings revealed a 6 by 8cm left adnexal mass (Incorporating the left fallopian tubes and the left ovary) that is walled off by omentum with purulent exudate.  Histology revealed a cut surface of the fallopian tube with a thick wall and occluded lumen, while the cut surface of the ovary shows a cavity containing gauze. Her postoperative period was uneventful. She was also followed up at the clinic, and she was in a stable condition. 
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Figure 1: Complex of the ovary, gauze, fallopian tube and Omentum.
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Figure 2: Cut surface of the ovary with the gauze in situ.



DISCUSSION
Gossypiboma commonly occurs following gynaecological surgeries and rarely after a caesarean section. [4] This patient had gossypiboma following an emergency caesarean section. The identifiable risk factors in her are likely uncontrolled haemorrhage from the abruptio placenta and emergency surgery. Other risk factors that can lead to retention of surgical items include longer duration of operation, patient undergoing sub-procedure, lack of or incorrect surgical counts, more than one surgical team, unexpected intraoperative factor,[9] and ignoring count discrepancies during surgery.[10]
Pathophysiologically, there are two forms of body reaction to gossypiboma. The 1st form is an aseptic fibrous inflammatory reaction and adhesion that encapsulates the gossypiboma in the omentum. The second reaction is an exudative inflammatory reaction leading to abscess formation or fistula.[11] Our patient had an aseptic fibrous inflammatory reaction with an adhesion that encapsulates the left ovary, left fallopian tube, and the gauze.
The clinical features of gossypiboma are not specific. The interval between occurrence and diagnosis varies from 2 months to 40 years.[7] Gossypiboma was diagnosed in our patient 8 months after her caesarean section. Abdominal pain and swelling are the common presenting symptoms.[8] Our patient also presented with abdominal pain and swelling. Other symptoms, though not present in her, include nausea, vomiting, anorexia, and weight loss.[1]
Radiological investigations for the identification of gossypiboma include radiography, ultrasound, computerized tomography scan, magnetic resonance imaging, and contrast-enhanced study. Gossypiboma typically has a varied radiologic appearance, which depends on the type of foreign body, its location, and the duration of time the gossypiboma has been in situ.[12] Simple radiography can be used, especially if the material is radioopaque, with a sensitivity of more than 90%. However, sponges, which are the most commonly retained foreign bodies, are radiolucent and thus pose a diagnostic dilemma.[12] A computerized tomography scan is considered the gold standard because of its high resolution. Typically, gossypiboma on a CT scan appears as a well-circumscribed spongiform mass with gas or calcification within the mass, giving it a typical, unmistakable appearance.[2] On ultrasound, gossypiboma usually appears as a mass that produces a sharp acoustic shadow, often with wavy internal echoes as seen in this index case. [2,7]
The modality of treatment of gossypiboma depends on the clinical presentation of the patient and the associated complications. Open surgery, endoscopy, and laparoscopy are management options. Endoscopy is indicated in case of transmural migration of the gossypiboma to the stomach or colon, while laparoscopy surgery is indicated if the retained foreign body is identified in the immediate postoperative period. However, in case of suspected erosion or fistula formation, an open surgery should be performed. Our patient had an exploratory laparotomy with left adnexectomy because the gauze had formed a complex with the left ovary and fallopian tube. On a few occasions, spontaneous expulsion of the gauze had been reported with complete resolution of symptoms. Also, real-time movement of the gauze during radiological study with expulsion of the gauze after completion of the study had been reported.[2]
Gossypiboma is associated with physical and psychological complications to patients, relatives, and healthcare providers.[5] The medicolegal issues surrounding it also necessitate putting measures in place to prevent it.  The USA Association of Registered Nurses recommends that surgical counts be done at different times during the course of the surgery.  The recommendations include that a count should be performed before the start of any procedure, at the time of adding another item, before the closure of a cavity within a cavity, at the time of closure of the incision, and at skin closure. They emphasized that if any discrepancy is noted, the entire surgical team has to look for the missing item.[13] The WHO developed the surgical safety checklist in 2009, which also recommends that, before the patient leaves the operating room, in the presence of the perioperative nurse, the surgeon, and the anaesthetist, the perioperative nurse should confirm that the instruments, sponges, and needle counts are complete.[14]This has gone a long way in reducing morbidity and mortality and enhancing patient safety. In addition, the curriculum of the surgical residency program and training of operating room staff should include proper operating room guideline training.[15]
Conclusion: Gossypiboma is associated with significant physical, psychological, economic, and medicolegal complications; thus, all measures should be put in place to mitigate its occurrence. It should be seen as a collective responsibility of the entire surgical team.
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