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Retained Surgical Sponge Diagnosed as a
Paracardiac Mass 35 Years After Surgery
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Medicana International Ankara Hospital, Clinic of Cardiovascular Surgery, Ankara, Turkey

ABSTRACT

Retained foreign bodies following surgery are of medico-legal importance. Most commonly, surgical sponges
are retained. Although the typical localization is in the intraabdominal region, mediastinal presentations are
also observed. Here, we report a case of retained sponge diagnosed as a paracardiac mass 35 years after closed
mitral commissurotomy. The radiologic diagnosis could not be established with plain X-ray due to absence of
radiopaque string in it. The patient had no signs of infection or mass effect. During mitral valve replacement and
coronary bypass surgery, surgical removal of the sponge was performed.
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Otuz Bes Y1l Sonra Parakardiyak Kitle Olarak Saptanan Unutulmus
Cerrahi Span¢

OZET

Cerrahi sonrasinda unutulmus yabanci cisimler mediko-legal neme sahiptir. Siklikla cerrahi spang unutulur.
Tipik lokalizasyon intraabdominal bolge olsa da, mediastende de goriilebilir. Biz ¢alismamizda, kapali mitral
komissiirotomiden 35 yil sonra parakardiyak kitle olarak saptanan unutulmus bir cerrahi spang vakasini
bildiriyoruz. Rontgenografi ile radyolojik tani, spang igerisinde radyoopak isaret olmadig: i¢in yapilamamustir.
Hastada enfeksiyon bulgusu ya da kitle etkisi yoktu. Mitral kapak replasmani ve koroner bypass cerrahisi

sirasinda spang ¢ikartilmistir.
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INTRODUCTION

Following all kinds of surgery, retained
foreign bodies, most commonly sponges are
encountered in the clinical setting, but are
seldom reported due to medico-legal issues.
The incidence is reported to range between
1/100 and 1/5000. It can be assumed that the
exact incidence is higher than the reported
cases. The retained surgical sponge is
also called gossypiboma meaning ‘hidden
cotton’(1). The most common location is
intraabdominal region whereas retained
sponges in mediastinum have also been
reported(2.3).

Here, we report a case with retained
sponge following open heart surgery
performed 35 years ago.

CASE REPORT

A 60-year-old male patient was
referred to our clinic with severe mitral
valve stenosis, mitral regurgitation and
intrapericardial mass. Closed  mitral
commissurotomy had been performed 35
years ago in another center. No reports of

detected retained sponge were found in the
past medical records. He had dyspnea and
fatigue due to valvular pathology. Clinical
examination revealed grade 3/6 systolic
murmur at the left sternal edge, the lungs
were clear to auscultation. Echocardiography
demonstrated left atrial dilatation, moderate
to severe mitral insufficiency, severe
mitral valve stenosis (MVA: 1.0 ¢cm2) and
intrapericardial paracardiac mass. Cardiac
magnetic resonance imaging demonstrated a
paracardiac severely calcified mass inferior
to the left ventricle and inferomedial to the
inferior vena cava (Figure 1). Coronary
angiography = demonstrated  significant
stenosis in the right coronary artery. Mitral
valve surgery together with coronary bypass
was planned.

Following femoral arterial and venous
cannulation, sternotomy was performed with
oscillating saw. Dissection was performed
to remove the fibrotic connective tissue.
A 8x5 cm mass was recognized. Because
of extensive surrounding granulomatous
tissue, it was difficult to remove the
mass completely, so the mass was cut
and removed. It was a gauze sponge
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surrounded with granulomatous tissue without any signs of
infection (Figure 1). No radio-contrast string was detected
inside the sponge. Cardiopulmonary bypass was established
with moderate hypothermia. Following cross clamping of the
ascending aorta and delivery of antegrade intermittent cold
blood cardioplegia, mitral valve replacement with 27 mm ATS
mechanical prosthesis concomitant with right coronary artery
bypass was performed.

The patient stayed in the intensive care unit for 48 hours.
The whole postoperative course was uneventful and the patient
was discharged on postoperative sixth day.

DISCUSSION

The sponges are inert within the body, so neither absorbed
nor decomposed(!). The retained surgical sponges lead to one of
the two typical reactions within the body. First is the exudative
inflammatory reaction leading to abscess formation with overt
findings of infection. These cases are diagnosed early in the
postoperative period and sponges are removed surgically. In
the second group, aseptic fibrotic reaction develops around the
sponge and presents as a mass. These cases are not diagnosed
unless a mass effect is present or incidental radiologic diagnosis
is made(®). But in countries like Turkey, where sponges without

Figure 1.

a) Retained sponge is strongly attached to the posteroinferior left
ventricular wall.

b) The sponge was cut and removed with caution not to harm the
ventricular wall.

c¢) The removed sponge material.

d) The pericardial cavity seen after removal of the sponge.
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radiologic string sign have been used, simple radiologic
diagnosis is not always possible(5). Development of malign
fibrous histiocytoma due to retained sponge 32 years after
abdominal surgery was reported recently. The mechanism
is postulated as inflammation based carcinogenesis(®). But,
the manifestations are not always clear-cut and the diagnosis
is delayed due to medico-legal issues or confusing clinical
presentation and non-specific radiologic findings(7).

The case reported here was the second type; a mass was
formed, but did not produce any mass effect. Radiologic
diagnosis could not be made previously with plain X-ray
probably due to absence of the radioopaque string in it. It
was surprising that the mass was also not detected in any of
the control echocardiographic examinations throughout the 35
years period, since the last visit in another center where the
diagnosis of severe mitral stenosis and regurgitation was made.

Intraoperatively, the sponge could not be removed entirely,
so a small portion of it was left in place due to technical
considerations. It was very strongly attached to the left
ventricular wall and further aggressive attempts to remove it
could injure the ventricle. Since we knew that there was no
infection, we left a small portion in place.

Regarding retained surgical materials, prevention strategy is
much easier than the treatment. Correct counts of sponges and
other surgical instruments should be done with caution and very
strict protocols should be employed.
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