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Foreign body tumor simulating a
gastrointestinal stromal tumor
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Dear Editor,

We report the case of a 31 years old female who came to our
center for a second opinion, regarding a previous diagnosis of a
gastrointestinal stromal tumor (GIST) or a retroperitoneal sar-
coma.
She had been in her usual health until 1 year ago, when she

felt an indolent mass in right lower quadrant, without alteration
in bowel movement neither anorexia or weight loss. The patient
previously consulted with a gastroenterologist and a gynecolo-
gist. Due to the increase of the abdominal mass, a computed to-
mography (CT) without contrast revealed and 8.5 cm diameter
intraabdominal tumor.
She referred to be operated of left herniorraphy in her infan-

cy and of hiperparathyroidism and uterine myoma and ovarian
cyst six years before, with no other gynecologic history. The
family history was irrelevant. On examination, the vital signs
were normal. A solid mass was palpated in the lower right ab-
dominal quadrant. It was mobile and not attached to overlying
skin or deep plane and no hepatoesplenomegaly.
With a normal routine hematological and serum chemical

test, a thoraco-abdominal CT-scan with and without intra-
venous contrast was carried out. The CT-scan showed a solid
mass of 8 x 5 x 10 cm of diameter in right lower quadrant
(RLQ), heterogeneous with scattered calcifications. The mass
displaced the ileal loops and was in close contact with the right
epigastric artery, without involvement of any vascular struc-
ture. The radiological findings were compatible with GIST.
She underwent a laparotomy and “en block” resection of the

tumor with involved ileal loops was performed. The postopera-
tive course was uneventful and she was discharged on the third
postoperative day.
The pathologic report described an “ovoid” tumor weighing

500 grams which included 11 cm of ileum. The tumor was con-
sisting with a cystic lesion formed by 1 cm thick well defined
capsule and a surgical sponge in its interior. Histology revealed
a chronic inflammatory infiltrate. The small bowel was normal,
and sinusal hystiocitosis was present in the regional lymph
nodes.
The patient history as well as the radiological findings were

consistent with a peritoneum or mesentery originated tumor
–desmoid tumor, malignant fibrous histiocytoma, neuronal tu-
mor– or an intramural neoplasm of the gastrointestinal tract:
autonomic nerve tumors, neuronal tumors, lipomatous tumors
(1).
The suspected diagnosis of GIST was based on the size and

the presence of heterogeneous areas in the lesion, due to en-
dogenous necrosis of its central position. Although other signs
as the age of the patient, the absence of digestive symptoms
–pain, nausea, weight loss, bleeding, etc.– as well as the ab-
sence of contrast uptake by the lesion could role out the GIST
diagnosis. In figure 1 the correlation between the CT image and
macroscopic view are depicted.
In spite of the precautions and monitoring held during surgi-

cal interventions as the double count of sponges and the explo-
ration of the abdominal cavity before closure of the abdomen,
the missing of foreign bodies –sponges, needles– represent a
medical problem (2).
The reported incidence of retain foreign body was estimated

to be 0.3 to 1 each 1,000 abdominal surgeries, would probably
be underestimated and when occurring generates serious conse-
quences for the patient, including infection, bleeding and perfo-
ration (3,4).
Although the origin of the surgical errors are not well sys-

tematized, the majority of the authors agree with the risk fac-
tors for this adverse event: the high number of interventions,
the lack of vigilance during the double-check counting of surgi-
cal devices, obesity, changes on the surgical technique and
emergency cases (5). It is recommended the systematic review,



team briefings and communication skills between the providers
involved in the operating room as the most effective measure.
There are on-going studies regarding the counting with ra-
diofrequency devices still in the experimental field.
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Fig. 1. Correlación entre imagen de corte coronal de TC y pieza ma-
croscópica.


