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Introduction

Gossypiboma denotes a mass of non-absorbable
surgical material with a cotton matrix (‘gossypium’ in Latin
language is ‘cotton’; ‘boma’ in Kiswahili language is ‘place
of concealment’) [1]. It can cause serious morbidity and
even mortality. Surgeons should be aware of the possibility
of a gossypiboma to prevent it and of the radiological
features to diagnose it early.

Case report

A 42-year old woman successfully underwent left
pyelolithotomy to remove a staghorn calculus. Her surgical
wound healed except at one place which became a sinus
with a serous discharge. Despite a course of antibiotics
the sinus persisted. Abdominal computed tomographic
scan showed a cystic mass postero-inferior to the kidney
in the perinephric space (Figure). It had a thick wall and a
central area of low attenuation containing curvilinear
opaque structures and gas bubbles. Urine and samples of
the serous discharge were negative for acid-fast bacilli
and the Mantoux test was negative. Surgical exploration
showed an inadvertently retained gauze swab in the

perinephric area with encapsulation. Removal of the gauze
swab cured her sinus.
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Discussion

A sinus may occur after pyelolithotomy in the
presence of unrecognised xanthogranulomatous
pyelonephritis or renal tuberculosis [2]. Inadvertently
retained gauze swabs or infected non-absorbable sutures
also have the potential to cause a sinus after renal surgery.
Incomplete removal of renal tissue may cause a non-healing
sinus after nephrectomy [3].

Retention of surgical sponges is rare. They can cause
an aseptic fibrinous response that results in adhesions,
encapsulation leading to granuloma formation with minimal
symptoms or an exudative reaction leading to abscess
formation [4]. Retained sponges in the abdominal cavity
may present with intestinal obstruction, pseudotumour,
granulomatous peritonitis or perforation into nearby
viscera like the bladder [5]. Retained sponges in the
bladder can lead to formation of calculi. Retained surgical
sponges in the retroperitoneal space after renal surgery
leading to sinus formation has not been reported before.

Computed tomography is useful for recognition of
retained sponges although the appearance is variable [6].
The spongiform pattern seen in this patient is
characteristic but uncommon. It is due to trapping of air in
the sponge. A low density, high density or complex mass
is found in the majority of cases, but these patterns are
not specific. Sometimes a thin high density capsule may
be seen. Rim or internal calcification may also occur.

Gossypiboma is frequently misdiagnosed because it
is not anticipated. This may lead to unnecessary
investigations and radical surgical procedures. It should
be considered in the differential diagnosis of non-
resolving unusual problems in any post-operative patient.
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Introduction

Van Nes rotationplasty is a reconstructive and
salvage procedure of the lower limb. The technique replaces
the amputated thigh and knee with an autologus biological
'prosthesis', the patient's own ipsilateral ankle, which is
rotated 180 degrees and fixed at the level of the
contralateral knee. This procedure was first adapted by
Borggreve of Germany in 1930 to treat a knee joint
destroyed by tuberculosis and it was modified by Van
Nes in 1950 to treat patients with congenital limb
deficiencies [1]. The Van Nes procedure converts a
potential transfemoral amputee to a functional transtibial
amputee.

Case report

A 48-year old man presented with a painful swelling
in the left thigh of two months duration. A plain radiograph
and CT scan of the femur showed a lytic lesion in the mid-
shaft (Figure 1). Considering his age, site of the lesion
and the short duration of symptoms, a probable diagnosis
of a bony metastasis was made. As the investigation to
identify a primary site failed, and there was an impending
pathological fracture, it was decided to obtain a tissue
diagnosis and stabilise the fracture. At open biopsy, the
tumour was found to be extending into the surrounding
soft tissues. Excision of the tumour and internal fixation
was done with a plate and screws, after reinforcing with
bone cement (Figure 2). The histology of the excised
tumour showed a telangiectatic osteosarcoma.

Following a course of chemotherapy, a curative
surgical procedure was planned as there were no distant
metastases. After discussing the advantages and
disadvantages of the two available surgical options, the
Van Nes procedure was preferred over hip disarticulation
by the patient.
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After preoperative planning, surgery was carried out
under general anaesthesia. A fish mouthed incision over,
and a circumferential incision in the proximal leg constituted
the respective skin resection margins. After dissecting
the femoral vascular bundle and the sciatic nerve along
its length (Figure 3), the femur was divided 7 cm distal to
the lesser trochanter and tunnelled into the tibial medullary
cavity after the latter bone was divided at the level of the
tibial tuberosity. Osteosynthesis was achieved with an
intramedullary nail.

The postoperative period was uneventful and
physiotherapy of the 'new knee' was started. Two months
after surgery the patient is being followed up by the
oncologist for a second course of chemotherapy. He has
no clinical or radiological evidence of residual local or
distant malignant disease. He walks on a temporary
prosthesis until a custom made prosthesis is available
(Figure 4).

Discussion

Rotationplasty is a reconstructive option that
provides a highly functional limb and is a better option
than an above-knee amputation or a hip disarticulation
because patients have better control of their prosthetic
knee [2, 3]. The indications for this procedure are
osteosarcoma of the femur and proximal tibia, congenital
absence of the femur and destruction of the knee joint as
in trauma or severe burns [1, 3, 4].

The Van Nes procedure is preferably performed under
general anaesthesia. The surgical procedure involves
identification and preservation of the femoral vascular
bundle and the sciatic nerve. The quadriceps tendon is
sectioned, together with the vastus medialis and lateralis.
The femur and the proximal tibia are then divided as
planned and the intervening resected tibia is removed and


