
 

 

 

Case study  
 

Intraperitoneal textiloma: a case report 
 

Abstract 
The omission of a foreign body during a surgical procedure remains the dread of the surgical team 
whose vigilance can be disturbed by several factors dominated by emergencyprocedures, 
intraoperative bleeding, obesity, unexpected change of procedure or theplacement of an operative field 
to protect the intestinal loops during parietal closure. Insidethe peritoneum, the textiloma initiates an 
inflammatory reaction of the exudative type withlocal suppuration. We report the case of a patient 
operated on for a hydatid cyst of the liveradmitted to the department for a recurrence of a peritoneal 
hydatid cyst. During explorationwe found a textiloma forgotten during the previous operation. 
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Introduction 

Textiloma is defined as the retention of surgical material, usually textile, in the body. Theincidence of 
textilomas has been greatly reduced by safety measures in operating theatresand the resulting 
medicolegal implications. They remain the dread of the surgeon who is commonly held responsible for 
the incident.They remain a serious complication with potential for significant morbidity and mortality. 
These iatrogenic complications are often a source of conflict between the surgical team and the 
patient's family. 

Case report 

We report the case of a 19-year-old patient operated in 2020 for peritoneal and hepatic hydatidosis at 
the level of segments IV, V, VI, VII and VIII, he was placed on albendazole 400mg for 4 months, then 
operated in 2021 for a hepatic abscess at the level of segments VI and VII measuring 11cm, the post 
operative effects were simple.The patient presented to the consultation for a control, the patient was 
asymptomatic, the clinical examination was normal, Abdominal ultrasound showed a large 
intraperitoneal cyst measuring 20 cm and partitioned, the chest X-ray was normal, hydatid serology 
was positive, and we completed the scan with an abdominal CT scan, which showed a hypodense 
formation extending intraperitoneally from the splenic hilum to the right iliac fossa, with a thin wall 
and a liquid density that was multipartitioned and not enhanced after the injection of contrast medium. 
The cyst measured 173 x 122 mm in axial direction and was 251 mm high (Figure 1). 

 



 

 
Figure 1: CT image showing an intraperitoneal cystic formation 

 

The biological assessment was normal, Hb: 14g/dl, WBC: 6400e/mm 3 , PQ: 350000  

The hepatic work-up did not show any biological cholestasis, nor did the blood ionogram 

We operated on the patient and found a medium-sized effusion of serous liquid which was removed 
and evacuated with an operating field forgotten in the abdomen during his last operation, and 
encapsulated in a pseudo-peritoneal cavity, which was extracted (Figure 2,3). 

 
Figure 2: Intraoperative image showing the textiloma (surgical field) 



 

 
Figure3: Intraoperative image showing the pseudo cavity. Afterwards. Removal of the textiloma 

The patient's postoperative course was simple, the bacteriological examination of the fluid sampled did 
not reveal any germs and the patient was declared discharged at D3 postoperatively. 

Discussion  
Textiloma or gossypiboma is a textile object accidentally left behind during surgery. It remains the 
most common foreign body. It can also involve staples, needles, plastic tubing, electrodes or, more 
anecdotally, pliers, clamps, surgical retractors (3,4). 

Textiloma is a rare complication occurring approximately one to three times in 10,000 
surgicalprocedures (5). Intraperitoneal and gynaecologicaltextilomas are the most frequently 
reported(5). 

Several factors contribute to its occurrence, including the difficulty of the surgical procedure, 
interventions during the second half of the night. Several risk factors have been identified, notably the 
change of surgical team, significant blood loss, failure to count the number of compresses and 
instruments, fatigue due to lengthy operations, as well as surgery on obese persons(1), the use of an 
operating field to protect the intestinal tract during parietal closure. 

From a pathophysiological point of view, the textile fibres provoke an inflammatory reaction with 
exudation from the 24th hour, followed by the formation of granulation tissue (8th day), and finally 
fibrosis is organised from the 13th day. This evolution explains, in the absence of infection, the 
possibility of encystation, encapsulation or even calcification with a sometimes-long tolerance as in 
the case of our patient(6). 

The clinical manifestations are multiple and varied; they can be manifested by a long history of 
abdominal pain, acute intestinal obstruction, deep suppurations, an abdominal mass as found in our 
patients, but above all, they can be discovered fortuitously during surgery, simulating a tumour, or 
after endoscopic examination(1,7). 

Diagnosis is based on medical imaging methods such as an unprepared abdomen (UAP), ultrasound, 
ultrasound, CT scan and magnetic resonance imaging (MRI). 

The latter two are the most accurate in most cases.The characteristic image is a spongiform appearance 
with the presence of extra-digestive or intra-lesional airbubbles without any notion of infection (8). 
These air bubbles correspond to air embedded in the mesh of a cotton pad (9,10). However, this image 
is inconsistent, as in our case where it mimicked a cystic formation on ultrasound. On CT scan it 



 

 

contained a spontaneous hyperdensity. The radiological diagnosis retained was an intraperitoneal cyst 
of the right flank with a benign appearance. 

From a medico-legal point of view, studies have shown the existence of withholding of information 
concerning diagnoses which can be a source of legal incidents and administrative sanctions(1). 

Once the diagnosis of textiloma is made, it can be removed by conventional surgery or by 
laparoscopic surgery. The laparoscopic approach is a good option for resolution of this problem(11). 
Reports in the literature regarding laparoscopic resolution are still scarce. But conversion to open 
surgery if laparoscopy is considered unsafe because of the long time to progression or the size of the 
retained material(12). 

In our case the diagnosis of textiloma was not retained preoperatively, the size and location made the 
laparoscopic approach difficult. 

Amongst several means of combating the omission of intraperitoneal surgical material, it is necessary 
to avoid using an operating field or a compress to protect the intestinal loops during parietal closure 
and to count the number of items before and after parietal closure. 

 

Conclusion 

Despite the current advances, caution is still required regarding surgical compresses or drapes on 
previously operated sites, which may be responsible for pseudotumour granulomas, causing significant 
tissue damage around the foreign body accidentally left in place. According to jurisprudence and 
medical law, the discovery of a textiloma is recognised as a fault, leading to the surgeon's liability. 
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