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Introduction 

Iatrogenic surgical foreign body retention is a rare medical 

error but continues to occur. Feared by surgeons, its 

consequences can be severe for the patient [3]. 

Various types of foreign bodies can be involved during 

different procedures. Diagnosis can be made using various 

imaging techniques (ultrasound, X-ray, CT scan), but for 

some foreign bodies, such as textile fibers in gossypibomas, 

definitive diagnosis requires histological or cytological 

examination [4]. In light of a case of forgotten medical 

device, we review risk factors and recommendations to 

prevent such incidents, whose frequency is probably 

underestimated. 

Case Report 

The patient is a 58-year-old woman, mother of one child, 

previously operated 28 years ago by laparotomy for ruptured 

ectopic pregnancy, and 6 months ago for an anal fistula, 

presenting with pelvic pain. Symptoms began one year earlier 

with chronic, intermittent pelvic pain localized in the 

hypogastric region and radiating to the back. The pain 

occurred in crises with periods of remission, without 

associated urinary, digestive, or hemorrhagic signs. Clinical 

examination on admission found a patient in good general 

condition; gynecological and abdominal exams were normal. 

The rest of the examination was unremarkable. 

Diagnostic workup started with a pelvic ultrasound, which  
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Abstract 

The retention of a medical device is a surgeon’s nightmare. It occurs in various situations, and its prevalence is estimated 

at 0.3 to 1 case per 1000 abdominal procedures [1]. Despite its low frequency, diagnostic difficulties and economic impact 

make this issue a pathology whose clinical forms and therapeutic options should be well known, and prevention strategies 

revisited [2]. We present the case of a 58-year-old woman operated on 28 years earlier for a ruptured ectopic pregnancy. 

Surgical exploration revealed multiple metallic foreign bodies in the pelvis, whose spatial arrangement suggested a surgical 

instrument similar to a Halstead clamp. Complete removal of these foreign bodies required multidisciplinary collaboration 

involving urology, visceral surgery, and neurosurgery teams, performed under intraoperative fluoroscopic control. 

Postoperative recovery was uneventful. 

Abbreviations: BMI: Body Mass Index 
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was unremarkable, followed by a pelvic CT scan revealing 

metallic-density material near the bladder dome causing 

significant artifact. This material extended posteriorly in 

contact with the sacral bone (at the S3-S4 junction) outside 

the sacral foramina, with bone lysis surrounded by 

osteosclerotic reaction. 

Preoperative pelvic X-rays (frontal and lateral) were 

performed to identify and localize the metallic foreign body. 

An exploratory laparotomy was done under general 

anesthesia with a Pfannenstiel transverse incision. Palpation 

revealed a metallic foreign body at the bladder dome. 

Urologists intervened and extracted half of the instrument 

intravesically. Exploration revealed a fistulous tract between 

the bladder and meso-sigmoid. Another fragment of the 

clamp was removed, followed by fistula closure and 

placement of two ureteral stents. 

Intraoperative fluoroscopy identified two additional metallic 

fragments in pararectal positions. A visceral surgery team 

performed a Douglas pouch resection and dissection in an 

avascular presacral plane, allowing extraction of the 

remaining metallic fragments under radiological control. 

Postoperative course was uncomplicated. 

 

Figure 1: Pelvic CT scan showing an endopelvic gossypiboma 

 

 

Figure 2: Preoperative pelvic X-ray localizing the metallic foreign body 
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Figure 3: Extraction of half the intravesical clamp after cystostomy 

 

 

Figure 4: Intraoperative fluoroscopy showing two metallic clamp fragments in the presacral space 

 

 

Figure 5: Halstead clamp appearance after extraction 
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Discussion 

Retention of a medical device during surgery is a serious 

event with potentially dramatic consequences for the patient. 

It also negatively impacts the surgeon, operating team, and 

healthcare facility. Beyond medico-legal implications, this 

incident causes frustration and embarrassment for healthcare 

professionals. Some insurance companies may refuse to 

cover costs related to reoperation for foreign body removal, 

highlighting the critical importance of prevention [5]. 

Epidemiologically, the prevalence of iatrogenic foreign body 

retention varies from 0.01% to 0.001% depending on studies. 

A 2003 New England Journal of Medicine study of 

malpractice claims in four UK hospitals estimated the 

incidence between 1 in 8,801 and 1 in 18,760 cases [6]. 

Another study found a similar postoperative detection rate of 

1 in 14,000 [7]. The incidence is higher during abdominal 

surgeries (0.03% to 0.1%) [8]. 

Surgical sponges are the most frequently forgotten items, 

accounting for 50% to 69% of retained surgical foreign 

bodies in human medicine [9]. 

Because human error is inevitable, recommendations have 

been established to prevent or reduce these incidents. 

Identified risk factors include emergency surgeries, 

unexpected events or procedural changes, high body mass 

index (BMI), and prolonged operative time [8]. 

Clinical consequences of retained surgical foreign bodies 

vary and are often severe. Between 69% and 83% of patients 

require reoperation to remove the foreign body and manage 

complications such as fistulas, obstructions, and visceral 

perforations (22% of cases). Death has also been reported [6]. 

To prevent this rare but potentially serious intraoperative 

incident, the American College of Surgeons’ Perioperative 

Care Committee published recommendations in 2016 [10], 

including: 

Strict adherence to standardized surgical item counting 

protocols 

Systematic wound exploration before surgical site closure 

Use of radiopaque surgical sponges 

Maintaining an optimal operating environment to ensure 

concentration and precision 

Use of detection technologies such as radiography, 

radiofrequency, or barcode systems to confirm no items 

remain in the operative field 

The operative report must document count results and actions 

taken if discrepancies occur. Careful planning of 

interventions is recommended, minimizing procedural 

changes or team switches during surgery. However, in life-

threatening emergencies, these protocols may be relaxed or 

suspended [4]. 

Conclusion 

Retention of a metallic foreign body in the pelvis is a rare but 

serious complication, reflecting a breach in operating room 

safety protocols. Such incidents may remain asymptomatic 

for years or present with chronic pelvic pain, recurrent 

infections, or nonspecific signs, delaying diagnosis. This 

underscores the importance of constant vigilance, rigorous 

counting of sponges, drapes, and surgical instruments, and a 

shared safety culture among the entire operating team. 

According to jurisprudence and medical law, discovery of a 

gossypiboma is recognized as a fault, implicating the 

surgeon’s responsibility. 
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