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Introduction:
Surgeon and the operating team including, the-
ater manager, technicians and operating nurses 
are under blameworthiness when something is 

missed into the patient’s body during surgery1. 
It is an under reported, legal and ethical issue 
whose minor price has to be paid by surgical 
team and major price by the patients themselves. 

Abstract:
Objective: To highlight the adaptation in the use of stone punch lithotrite for endoscopic 
management of textiloma of the urinary bladder.  
Study Design: Experimental, clinical practice study. 
Place and study duration: Th is study was conducted in Karachi Medical and Dental College, 
Abbasi Shaheed Hospital Karachi, from January 2009 to December 2010.
Methodology: Th is study includes cases of forgott en swabs within the urinary bladder. All 
cases were managed endoscopically. Stone punch was used as a grasper through 27 French 
Resectoscope sheath. Th e studied variables include, referral hospital status, qualifi cation of 
primary operator, operative details including documentation of bladder trauma and repair, 
patients complaints, provisional diagnosis, urine detailed report and culture, ultrasound and 
X-ray fi ndings.
Results:  Total three cases were managed in two years. One male patient from general surgi-
cal unit and two females from gynecology department. Two cases were operated in teaching 
hospitals, while one obstetric case was operated in a private non-teaching hospital. All cases 
were operated by qualifi ed surgeons. Detailed operative notes were  present in two cases that 
include documentation of bladder trauma and repair, while in one hysterectomy case that 
was operated in a teaching hospital, neither patient and her family nor operative notes of the 
procedure mentioned any bladder injury during surgery. Clinical presentation of all cases 
were diff erent and provisional diagnosis was incorrect.  All laboratory tests were negative for 
any forgott en swab in the bladder. Ultrasound and plain X ray reports were not indicative of 
any cott on sponge. Urine detail report confi rmed persistent pyuria and haematuria, and urine 
culture was positive in all cases. 
Textiloma of the bladder was an incidental fi nding in all cases. Surgical swabs were found 
while performing cystoscopy. All cases were managed endoscopically. Swabs were removed 
with the help of stone punch via 27 sheath resectoscope, Th ere was no trauma to urethra, and 
patients were discharged within 24 hours.     
Conclusion: Forgott en swab in the bladder is an extremely rare phenomena. It can happen by 
any person, irrespective of experience and qualifi cation. Its diagnosis  in majority is incidental. 
By simple adaptation in the use of endoscopic instruments, one can easily avoid re exploration 
of patients and its treatment related morbidity and mortality.
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Complexity  of the issue gets worse when treat-
ment options and its possible complications 
are discussed with the family. From needles to 
large surgical metallic instruments and from 
small woolen sponges to large towels, numbers 
of things have been reported as forgott en items 
during surgery2. Terminologies like Gossypi-
boma and Textiloma are used for mentioning 
forgott en sponges or swabs in the body3.  It can 
happen in any surgical specialty, however gen-
eral surgical and gynecological department are 
on the top. In urology, its incidence is mainly 
with renal and bladder surgeries4. As compared 
to forgott en swabs in peritoneal cavity, the vesi-
cal forgott en objects are extremely rare5. More 
than eight hundred cases of Gossypiboma were 
reported in literature that include cases in all 
body cavities, neck, thigh, spine and even breast. 
But only few cases (less than 10) primary Gos-
sypiboma of bladder were reported.    

Th ere is wide spectrum of clinical presentations 
of the patients having gossypiboma. From as-
ymptomatic cases since decade6 to extremely 
aggressive course and sepsis in few days, patients 
may present in various ways7. In majority, gos-
sypiboma is an incidental fi nding, as all com-
mon diagnostic tests, like plain X ray, ultrasound 
and contrast studies have limited diagnostic 
value8. X ray can only pick forgott en swabs if ra-
diopaque markers were fi xed in sponges (Fig. 1 
B,C). CT, though is more sensitive and specifi c, 
unfortunately not commonly used because of 
cost and limited availability. 

Like diagnosis, the management of Textiloma 
bladder is also a challenge. Diff erent treatment 
modalities were used, including, open, laparo-
scopic and endoscopic  methods9. In majority 
during cystoscopy, incidentally found textiloma 

was tried to grasp via biopsy forceps and on fail-
ure, open surgical methods were used. Th ese 
open surgical methods signifi cantly increase the 
treatment related morbidity, hospital stay and 
treatment cost. 

Here we present our experience of endoscopic 
management of Textiloma of the bladder. In this 
point of technique, experimental study,  instead 
of grasper or biopsy forceps via a cystoscope, we 
used stone Punch through 27 French resecto-
scope sheath. Biopsy forceps or grasper jaw are 
2-3 mm in size. Th ey are not strong enough to 
pull out even small edematous gauzes. Th e stone 
punch site hole is 45 French which is meant for 
crushing stones, therefore it can easily compress 
the gauze, grasp it and through 27 French sheath 
pull it out without trauma to the urethra and any 
damage to the instrument.       

Material and methods: 
Th is is a prospective analysis of cases of texti-
loma bladder, carry out in our centre. Because 
of an extremely uncommon condition, study 
was conducted without any exclusion criteria. 
All patients who required surgery because of 
forgott en swabs into the bladder were included 
in this study. As a tertiary care unit, such cases 
were referred to us undiagnosed with major 
complaints of bladder outlet obstruction and 
urinary tract infections. Aft er detailed history 
and physical examination, laboratory evaluation 
included complete blood picture, blood sugar, 
urea, creatinine and electrolyte levels, urinalysis 
and culture sensitivity. Ultrasound of abdomen 
including kidneys and bladder was done in all 
cases.  CT scan was advised in two cases. 

Patients discharge summary and operative  notes 
were the main source of information about our 
study variables, that include, referral hospital 
status, qualifi cation of primary operator, opera-
tive details including documentation of bladder 
trauma and repair, patients complaint s, provi-
sional diagnosis, urine detailed report, ultra-
sound and X-ray  fi ndings. In all cases aft er check 
cystourethroscopy and identifi cation of surgical 
swabs 27 Fr. Resectoscope sheath was placed 
perurethra and swab was extracted without any 

Figure 1: (A) Ultrasound of bladder having a sponge, falsely reported as stone; (B) Diff erent 
type of swab arrow marked has radiopaque marker in it; (C) X ray appearance of fi gure B 
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diffi  culty, with the help of site hole stone punch 
lithotrite. Aft er surgery family was informed and 
patients were discharged on the same day. 

Results: 
Total three cases of Textiloma bladder were 
managed in two years. Two patients were female, 
electively operated by senior consultant gyne-
cologist while one male patient had emergency 
trauma surgery performed jointly by general 
surgeon and urologist. In two patients discharge 
summaries were found complete, that includes 
details of bladder injury and repair. While in 
one gynecological patient, whose hysterectomy 
was done in a medical university hospital, the 
discharge card did not mentioned any bladder 
trauma. Also the family was not aware of blad-
der repair. Our provisional diagnosis was wrong 
in all cases. In this series the diagnostic yield of 
ultrasound was found worse, rather it was mis-
leading. Urine culture was positive in all cases. 
Plain X ray did not pick anything as all sponges 
were free from radiopaque markers. Presence of 
swab in urinary bladder is an incidental fi nding. 
All three cases were managed endoscopically, 
and patients were discharged on the same day 
from hospital (Table 1).  

Discussion:  
Laparotomy sponges and gauzes are the most 
commonly reported retained foreign bodies10.  
It is an old and a very serious issue that impacts 
badly on both  patient and surgeon. Wilson was 
the person who reported fi rst case of forgott en 
swab in 1884. Its exact incidence is diffi  cult to 
assess as such cases are rarely reported. All surgi-
cal specialties have credit to report these cases 
but general surgical team followed by gynecolo-
gist and obstetricians are on the top11. In Urolo-
gy its incidence is extremely rare. Few cases were 
reported in major renal and pelvic surgeries. 
Urinary bladder is a very common site of foreign 
body either, placed by surgeon12, by patients’ 
themselves13 or a migrated contraceptive coil14 
or swab15. Bladder is an extremely rare organ for 
this issue.  M Rafi que16 in 2003 presented his 
excellent data of four cases of swabs in urinary 
bladder. In his study all swabs were placed dur-
ing transvesical prostatectomy, that is a common 
practice by general surgeons to control bleeding. 
In our clinical practice data, none of swab were 
deliberately placed, neither they were missed 
during vesical or prostatic surgeries

Th e clinical presentation of abdominal Gos-
sypiboma is usually pain, vomiting, abdominal 
distention diarrhea, rectal bleeding, abdominal 
palpable mass or even sepsis and peritonitis. As 
these symptoms were unexplained, a surgeon 
may think about a missed foreign body  and ad-
vised appropriate diagnostic tests. On the other 
hand in bladder Gossypiboma clinical  symp-
tomatology is misleading and patient presented 
with UTI, and recurrent retention of urine be-

Table 1: Th e patients of taxilloma and their relative details

  Variables Laparotomy  Cesarean Section Trans Vaginal Hysterectomy
Referral Hospital Teaching Non Teaching Teaching

Operator Qualifi cations Fellow Fellow Fellow

Operation Detail Complete Complete In complete

Patients complains Retention with UTI Haematuria with  colic Retention with UTI

Urine Detail Report Pyouria, haematuria Pyouria, haematuria Pyouria, haematuria

Urine Culture E Coli Enterobacter E coli

Ultrasound Negative Infi ltrating  bladder mass Vesical stone

X Ray KUB Negative Negative Negative

Provisional Diagnosis Urethral  Stricture Invasive Bladder tumor Bladder stone

Surgical Methods Endoscopic evacuation Endoscopic evacuation Endoscopic evacuation

Figure 2: (A) Tools used in retrieving sponges includes Stone Punch and resectoscope sheath;  
(B) Magnifying view of stone punch site hole that is about 1.5; (C) Retrieved swab
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cause the fl oating swab obstruct bladder neck, 
as it happened in our two cases. In one case of 
cesarean section because the sponge was tied at 
the dome of bladder, patient did not develop re-
tention of urine, instead presented with infection 
and persistent haematuria. Because of extremely 
rare incidence and misleading symptoms, its 
diagnosis is mostly incidental. Th e important 
diagnostic tools for suspected cases are plain X 
ray abdomen, ultrasound and computed tomog-
raphy (CT) 8,17. A plain X ray can easily pick for-
gott en swab if it has an inbuilt radiopaque mark-
er. (Figure 1 B and C). Unfortunately because of 
cost, use of radiopaque marked gauzes is not a 
common practice even in big cities. Sometimes, 
X ray may overlook a marker if it overlaps bones, 
also the half life of radiopaque marker is limited 
and it may  disintegrate in few years. Ultrasound 
is the most commonly used diagnostic modality 
that is non invasive and easily available. On ultra-
sound a gauze appears as hyperechoic area with 
strong posterior hypoechostic shadow (features 
similar like a stone) Figure 1 A, or a well defi ned 
mass with internal echoes and calcifi cations. Th e 
operator dependency of ultrasound is a known 
factor. Th e sonologist may not be able to pick 
these fi ndings like in our fi rst case or he or she 
may pick but interpret wrongly and reported it 
as vesical stone as in our one case. CT is more 
specifi c  and sensitive to identify foreign body. 
Because of limited availability and high cost its 
use in such cases is rare.

In this clinical series, all the three provisional di-
agnosis were erroneous. Surgeons can only think 
such problems, if there is some detail in previ-
ous operative notes. Commonly in busy teach-
ing hospitals, operative notes are not writt en by 
primary surgeon, so  are usually not  detailed. 
Also the junior team members are usually reluc-
tant to mention iatrogenic injuries on discharge 
summary. Hiding such facts at times can lead to 
more complex and traumatic scenarios than the 
actual mistake. In two out of the three discharge 
cards of this series, injury to the bladder was 
mentioned. Th is is appreciating. It indicates the 
confi dence of primary surgeon. In our last case 
though it was operated in a teaching university 
hospital for transvaginal hysterectomy, nor pa-

tient and her family neither discharge card men-
tioned anything about bladder injury. Th ere are 
some cases in literature, where forgott en gauze 
migration to urinary bladder is documented18,19. 
But migration from vagina to bladder without 
making urinary fi stula is diffi  cult to explain. A 
hidden mistake when exposed hurts a lot. Th is is 
a problem  because when a surgeon removes for-
gott en objects from patients body and inform it 
to the patients family, initially they are not ready 
to believe it, then they start showing their ag-
gression to primary hospital and surgeon .   

Like diagnosis the management of Gossypi-
boma is also a challenge. Open12, endoscopic16 
and laparoscopic20 all approaches were docu-
mented in literature. Majority of such cases 
were explored in general surgical unit because of 
sepsis, abdominal distension and peritonitis. In 
cases of forgott en bladder sponges, as the diag-
nosis is usually not cleared, urologists were in-
volved, only for pre-exploration cystoscopy. On 
Cystoscopy sometimes it is diffi  cult to identify 
sponges. Th e endoscopic view of the residual 
sponge depends on the duration i.e. since how 
long it has been in the bladder. In short duration 
cases, one can identify it at fi rst sight, however in 
cases of longer duration, especially with recur-
rent infections or haematuria, they may not be 
initially identifi ed as sponge. Th is is exactly what 
we experienced in our last two cases, where on 
manipulation for taking tissue biopsy in one case 
and for att empting litholepaxy on other case we 
were able to identify swab. Forgott en or migrat-
ing gaze in bladder are usually small or medium 
size sponges or packing ribbon that was left  and 
causing problems. With passage of time, this 
small sponge get bloat up, calcium crystal stats 
depositing on it and associated infection and 
bleeding change its tint and appearance. Its size 
gets increased but it remains compressible.

 In majority on identifying gauze in bladder the 
surgeon att empt biopsy forceps or grasper to 
hold and pull it out from urethra. Some times 
with small ribbon gauze specially in females, 
surgeon may succeed. But it may cause trauma 
to bladder neck and urethra, and may damage 
the fi ne biopsy forceps. If the sponge is sizeable 
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and the patient is male the chances of failure is 
high. On failure of endoscopic approach, cases 
were managed by open exploration. In our se-
ries instead of fi ne grasper or biopsy forceps we 
used stone punch with 27 French Resectoscope 
sheath for successful removal of Textiloma blad-
der. For a 4 French biopsy forceps or with endo 
grasper it is not possible to crush or pull out 
bladder gauze. Stone Punch site whole is 1.5 cm 
that is meant to engage and crush hard stones. 
Similarly 27 French Resectoscope sheath can al-
low large ribbon or gauze to pass without fear of 
any trauma. As urethra is very compliant and ac-
commodating, this combination of instruments 
and its modifi ed use works nicely without any 
trauma to patient

How the swab is left  inside and who is the re-
sponsible person is an endless old debate. Th is 
happens since the early days of surgery. Not only 
by the junior ones or in small centers, it can hap-
pen even by the hand of the most senior person 
and in big centers. Obesity, shift  change for sur-
geons or theater technician and emergency late 
hour surgeries are some important risk factors 
identifi ed in literature10. But this can never be 
an excuse, specially for  cases of bladder forgot-
ten objects as it is not a huge organ or has mes-
entery like peritoneal cavity. Few simple and 
practical theater protocols as use of sponges and 
gauze with long tail or fi x with artery forceps, use 
only those gauze that has radiopaque marker in 
it, and always have a double count of instrument 
and soft  disposables before closure, can further 
decreases its incidence11 and helps in keeping 
patient and surgeon away from this complex le-
gal and ethical issue.  

Conclusion: 
Forgott en swabs in the bladder are a extremely 
rare but complex scenario. One can only suspect 
it if the fi rst operative notes are in detail and com-
plete. Ultrasound commonly overlooks it and 
CT is rarely  advised because of misassumption. 

Textiloma bladder are usually small or medium  
in size, compressible in nature and can easily be 
managed endoscopically using stone punch as 
grasper along with 27 Fr. Resectoscope sheath.    
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