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A 67-year-old man was admitted to our surgical department with 
a clinical image of intestinal subocclusion. He complained of 
abdominal pain in association with episodes of nausea and vomiting 
for the past 2 days. The patient underwent surgery for an abdominal 
aortic aneurysm 2 years ago.

On clinical examination, abdominal distension and left-sided 
abdominal tenderness without abdominal guarding were detected. 
Laboratory tests revealed slightly elevated indicators of inflammation 
(C-reactive protein: 16.1 mg/l; white blood cells: 22.96 × 109/l). 
Plain abdominal radiographs (Figure 1a), ultrasound images, and 
multidetector computed tomography findings (Figure 1b, c) suggested 
intestinal obstruction, indicating the need for surgery.

Laparotomic examination revealed that the small intestine was 
distended to the level of the proximal ileum, where a relatively firm 
mass was palpated in the intestinal lumen (Figure 1d). A longitudinal 
enterotomy was performed, and the foreign body was extracted 
(Figure 1e), which turned out to be a 20 × 20 cm gauze (Figure 1f). 
The small intestine was practically unaltered along its entire length, 
except for a discreet scar observed on its wall near the Treitz ligament. 
The postoperative course was without any complications, and the 
patient was discharged on postoperative day 7. Considering the lack 
of any history suggesting ingestion, a possible explanation for the 
obstruction was the trans-visceral migration of the retained surgical 
body. A written informed consent was obtained from the patient for 
the publication of this study.

A retained surgical body, such as a surgical instrument, sponge, or any 
other material used during surgery, is an object that is unintentionally 
left inside the patient’s body during a surgical procedure. According 
to Gawande et al.,1 surgical sponges are the most commonly retained 
surgical bodies, accounting for approximately 69% of all such cases, 

and 54% of the foreign bodies are reportedly left in the abdomen 
or pelvis. Several factors that require a reduction in operating time, 
such as an emergency surgical procedure, unplanned change in the 
performed procedure, and a high body mass index of the patient, 
have been identified as contributors to an increased risk of such 
occurrences, with risk ratios of 1.1, 4.1, and 8.8, respectively.1

The clinical presentation of retained foreign bodies is variable. In 
some cases, these retained objects may remain unnoticed for years 
or even decades before becoming symptomatic.2,3 Two types of 
foreign body reactions are known: acute and chronic. The acute 
form is characterized by the formation of abscesses, internal 
fistulas (such as gastric, intestinal, vesical, colonic, and vaginal), or 
external, cutaneous fistulas (draining through the abdominal wall). 
In contrast, the chronic form presents as an encapsulated mass often 
accompanied by non-specific symptoms.4

Trans-visceral migration of a retained surgical object is a rare but 
potentially serious surgical complication. Previous studies have 
suggested various hypotheses to explain how a foreign body may 
migrate to the intestinal lumen without inducing any visible damage 
to the intestinal wall. A foreign body, such as a surgical gauze, 
induces an inflammatory reaction that leads to the formation of 
an abscess, which erodes the intestinal wall, leading to perforation 
and facilitating the migration of the foreign body.5 Furthermore, 
the gauze trapped within the intestine can cause malabsorption, 
gastrointestinal bleeding, or even intestinal obstruction.4

It may be said that the body exhibits a form of “intelligence,” striving 
to eliminate a foreign object by taking the shortest route to the 
external environment. This may occur through the abdominal wall 
if it is nearby or through the intestinal lumen if it represents the 
shortest pathway.
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Despite being theoretically preventable, the incidence of retained 
surgical foreign bodies remains approximately 0.3-1.0 per 1,000 
abdominal operations. Reports of retained surgical objects are 
important to discuss as they can potentially lead to medico-legal 
consequences for healthcare professionals, hospitals, and health 
systems, which is likely the reason for the lower number of reported 
cases in the literature.6,7 Standardized counting protocols are widely 
used to minimize the risks associated with retained surgical bodies. 
However, the identification and prevention of retained surgical 
items remains challenging because of various factors.8,9 Nonetheless, 
it remains essential to be aware of the possibility of trans-visceral 
migration of a foreign body as a potential cause of complications in 
patients who have undergone surgical procedures.
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FIG. 1. (a) Plain abdominal radiograph. (b) Abdominal CT findings, transverse view. (c) Abdominal CT findings, sagittal view. (d) Intraoperative finding. 
(e) Longitudinal enterotomy. (f) Surgical gauze 20 × 20 cm.
CT, computed tomography. 
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