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CASE REPORT

A case of surgical instrument left in the abdomen and taken out of the transverse 
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Abstract 
Background: Foreign bodies cause an aseptic reaction that does not have specific symptoms and may also result in 
peritonitis, acute abdominal pain, an intraperitoneal abscess, or intestinal obstruction or perforation. We present a case 
of a surgical instrument left in the abdomen that passed into the transverse colon via migration after a surgery.
Case Description: A 36-year-old female patient was operated upon, with a diagnosis of a hydatid cyst in her liver. 
Approximately 3 years after the surgery, she excreted part of a surgical forceps with her stool while she was defecating. 
In upright direct abdominal radiography, a surgical instrument was observed in the abdomen. The patient was operated to 
remove the foreign body from the abdomen. The surgical instrument that was taken out had corroded and turned black. It 
was observed that the material that had dropped out of the anus and the material that was taken out during the operation 
were parts of the same surgical instrument. The ascending colon and the abdomen were stitched anatomically. Follow-
ups were conducted after the operation, and the patient was discharged with recovery. 
Conclusions: It should be noted that a surgical instrument may be left inside the body of patients who have a history of 
surgery and that it can migrate. Hippokratia 2014; 18 (1): 77-79.
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Introduction
Cotton foreign bodies surrounded by a foreign body 

reaction inside the body are called gossypibomas, and 
the most common ones are surgical sponges that are left 
inside the body during a surgery1-3. These materials cause 
a septic reaction that does not have specific symptoms 
and may also result in peritonitis, acute abdominal pain, 
an intraperitoneal abscess, or intestinal obstruction or 
perforation4,5. Cases of a surgical instrument left in the 
abdomen during abdominal surgeries are rare. We present 
a case of a surgical instrument left in the abdomen that 
passed into the transverse colon via migration after a 
surgery.

Case report
A 36-year-old female patient was operated, with a 

diagnosis of a hydatid cyst in her liver. Approximately 3 
years after the surgery, she excreted a part of a surgical 
forceps with her stool while she was defecating (Figure 
1). She visited a hospital with complaints of abdominal 
and pelvic pain. She had occasionally suffered from 
abdominal pain during the 3 years after the surgery. 
However, she had not presented to a medical service with 
this complaint. Radiological imaging of the abdomen was 

performed. In direct radiography, a surgical instrument was 
observed in the abdomen. The patient was sent to another 
department. In that department, physical and systemic 
examination findings were evaluated as normal. The 
patient was hospitalized with a pre-diagnosis of a foreign 
body in the abdomen. Direct abdominal radiography was 
again performed, and superposition of metallic density 
at the L5 vertebral body level and in the right inferior 
quadrant was detected (Figure 2). Because of the patient’s 
surgical history, the material was thought to be a surgical 
instrument. She was operated to remove the foreign body 
from the abdomen. During surgery, no pathology was 
observed inside the abdomen. Furthermore, a foreign 
body reaction was not observed in the peritoneal cavity. 
It was found that there was an instrument in parallel with 
the colon traces in the transverse colon, and the surgical 
instrument was taken out during the surgery (Figure 3). 
The surgical instrument that was taken out had corroded 
and turned black. Moreover, one grip of the instrument 
was not present. It was observed that the material that had 
dropped out of the anus and the material that was taken 
out during the operation were parts of the same surgical 
instrument (Figure 4). The colon primer and the abdomen 
were stitched anatomically. Follow-ups were conducted 
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after the operation, and the patient was discharged with 
full recovery. The patient sued the doctor who conducted 
the operation and the hospital where the operation was 
performed.

Discussion
Foreign bodies inside the body that are forgotten during 

surgeries occasionally cause symptoms after months and 
even after years. Our patient had a history of surgery for 
a hydatid cyst in her liver 3 years before. Operations on 
the liver are conducted with an open abdomen. Cases in 
which gauze bandages were left during open abdominal 
surgeries have been reported in the literature. We have 
never encountered a case in the literature in which a 
surgical instrument was taken out of the colon after it was 
left during a surgery, as in our case. There is no cavity 
between the abdomen and the transverse colon that allows 
direct migration. In our case, the surgical instrument was 
taken out of the 2nd part of the colon. It is known that 
metallic and other medical materials that are left in the 
abdomen may stay anywhere in intra-abdominal space 

and rarely move to the intestine or the colon, based on the 
literature6-8. We considered the possibility of oral or anal 
placement of the surgical instrument that was taken out 
of the transverse colon. We evaluated this possibility to 
have a low probability because of the size of the surgical 
instrument and the anatomical obstacles. Therefore, we 
decided that the surgical instrument that was taken out 
of the transverse colon had not been placed through the 
oral or anal route. Approximately 3 years had passed 
between the surgery during which the surgical instrument 
was left and the surgery during which the instrument was 
removed. We believe that the instrument moved from the 
intra-abdominal space to the transverse colon during this 
period. Although it is unclear for how long the instrument 
stayed in the colon, we think that it eroded there and was 
then easily broken. We also believe that the reason for 
not previously encountering a finding of migration in the 
periphery of the transverse colon, where the migration 
occurred, is a feature of the migration of metallic 
instruments toward hollow organs in the abdomen. We 
think that an inflammatory finding may be commonly 
observed when materials such as a gauze strip move. 
We are of the opinion that a part of a surgical instrument 
that is large and taken out after a surgery is not defecated 
because it has difficulty moving in the colon.

In conclusion, it should be noted that a surgical 
instrument may be left inside the body of patients who 
have a history of surgery and that it can migrate. We think 
that to avoid the risk of a gossypiboma, it is best to count 
all surgical instruments at least twice (once before the 
surgery and once after the surgery) and to perform an X 
ray before discharge.
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Figure 4: The material that had dropped out of the anus and 
the material that was taken out during the operation were 
parts of the same surgical instrument.

Figure 1: Approximately 3 
years after a surgery, the pa-
tient excreted a part of a surgi-
cal forceps with her stool while 
she was defecating.

Figure 3: The surgical instru-
ment was removed from the 
transverse colon.

Figure 2: The surgical instrument was observed in direct 
abdominal radiography.
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