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The popularity of minimally invasive surgery is increas-
ing day by day since it creates a reduction in blood 

loss, postoperative pain, faster recovery time and better 
aesthetic and functional outcomes.[1,2] However; when a 
needle loss occurs during laparoscopy procedures, it may 
be difficult to identify and remove this needle due to the 
limited field of vision and manipulation difficulties.[3] The 
incidence of needles lost during abdominal surgery is con-
sidered to be 1 in 9000 abdominal operations. The most 
important problem is that the reluctance of clinicians and 
hospitals to disclose such errors and the disclosure of data 
is often underestimated and concealed because of the 
prevention of insurance and legal claims by confidential-

ity requirements.[1,2] Factors associated with increased like-
lihood of needle loss are considered as; high body mass 
index, number of laparoscopic instruments used, more 
than two surgical teams, equipment failure, unexpected 
changes during the procedure and inadequate communi-
cation between surgical team members and complex and 
long laparoscopic surgeries.[4–6] Among the long-term com-
plications reported; chronic pain, intestine perforations, 
fistula development, vascular injuries, increased radiation 
exposure, and recurrent surgeries have been described.[4,7] 
In this case report, we present an obesity patient in whom 
the needle is lost in the abdomen during the laparoscopic 
sleeve gastrectomy.

The incidence of needles lost during abdominal surgery is considered to be 1 in 9000 abdominal operations. The most 
important problem is that the reluctance of clinicians and hospitals to disclose such errors and the disclosure of data 
is often underestimated and concealed because of the prevention of insurance and legal claims by confidentiality 
requirements. In this case report, we present an obesity patient in whom the needle was lost during gastrectomy. La-
paroscopic Sleeve Gastrectomy procedure was decided to be performed to the 28-year-old female who presented to 
the clinic for bariatric surgery. At the end of the operation, while the needle used in suturing was taken from the trocar 
to out of the abdomen, it was seperated at the point of junction, fell into the abdomen and could not be located laporo-
scopically. The operation was terminated due to the development of hypoxia in the patient because of the prolonga-
tion of the operation time during the needle search. The localization of the needle was determined on the abdominal 
computed tomography of the patient; the patient was re-operated and the needle was removed. In such cases, the 
needle should be localized with the help of imaging and the foreign body lost in the abdomen should be removed, 
considering the medicolegal problems.
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Case Report 
In the postoperative evaluation of the 28-year-old female 
patient with obesity and a body mass index of 42 kg/m2, 
who presented to the clinic for bariatric surgery, no abnor-
mal feature was detected in the history and the laboratory 
parameters of the patient. As a result of the examinations, 
it was decided to perform the Laparoscopic Sleeve Gastrec-
tomy procedure. The patient was taken to our hospital af-
ter the patient's consent was obtained and after the serosal 
opening in the peroperative stapler line was detected, rein-
forcement suturations to the stapler line were performed. 
After suturing the line with the help of 2/0 vicryl suture 
(21mm 5/8 c), a leak test was performed and the absence 
of a leak was confirmed. After the drainage of the space, 
while the needle was taken out of the abdomen from the 
trocar, it was removed from the rope that it was attached 
to and fell into the abdomen. Because the needle could 
not be found laparoscopically, multiple multi-angled direct 
graphies were taken with C arm X-ray machines and the 
needle could not be located with these radiographs. Be-
cause of the hypoxia development due to the prolongation 
of the operation time under anesthesia and the increase in 
lactate levels, the operation was decided to be terminated. 
The operation of the patient was terminated by leaving 
the needle in the abdomen. The patient was awakened in 
the intensive care unit and extubated without any prob-
lems. The patient underwent contrast-enhanced Abdomen 
Computed Tomography on the first postoperative day and 
the needle was seen adjacent to the diaphragm at the pos-
terior of the liver (Figs. 1–3). The needle was found to mi-
grate to the subdiaphragmatic area posterior to the liver 
in a very short time. The patient was reoperated with ASA 
4 e score after informed consents were taken again. In the 

computed tomography, the needle was detected in the lo-
calized position and taken out of the abdomen (Fig. 4). The 
operation was terminated and the patient was transferred 
to the intensive care unit; there was no problem in the fol-
low-up period and the patient was transferred to the gen-

Figure 1. CT image of lost needle at back of liver/sagittal.

Figure 2. CT image of lost needle at back of liver/coronal.

Figure 3. CT image of lost needle at back of liver/lateral.
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eral surgery bed service on the first postoperative day. The 
patient, who did not have any problems during the service 
follow-ups, was discharged in the postoperative fourth day 
with recovery.

Discussion
There is not enough published data on missing needles. It 
should be well known how to manage this rare but chal-
lenging complication to ensure the optimal management 
of laparoscopic surgery. Once the needle is lost, due to the 
limited area of laparoscopic view, it becomes increasingly 
difficult to find the needle and the risk of visceral injury 
and bleeding increases due to laparoscopic manipulations. 
Needles lost during the laparoscopy tend to migrate to in-
traabdominal spaces such as paracolic sulci, hepatorenal 
space and pelvic cavity; however, the imaging of these ar-
eas is very difficult even with a laparoscopic angle camera. 
This often results in reversion from laparoscopy to open 
surgery in such cases. Here are some methods that can be 
used to find missing needles; 

Intraoperative direct graphy, intraoperative computer-
ized tomography, postoperative imaging assisted reoper-
ation. Since intraoperative radiographs require a peroper-
ative x-ray device and in some cases the patient's position 
is not appropriate; this is a method with limitations. Poor 
shooting technique, low exposure, lack of field of view, 
and similarity of bone's density to the needle are also 
the disadvantages of this method.[8] The most common 
method used other than the methods used in the oper-
ating room is the direct postoperative radiograph. How-
ever, the disadvantages such as the lack of 3D images on 
the direct graph, low resolution and exposure problems 
are also present in this method. Computed tomography 
is very useful and superior to other methods in terms of 
showing the 3-dimensional localization of the needle. 
Computed tomography has disadvantages such as high 
cost and high radiation intake. In some cases, if the needle 
penetrates into any of the intraabdominal organs, there 

may be conditions where the needle should be removed 
by extensive resection. In addition, cases using laparo-
scopic magnet have been described for easy finding and 
removal of the needle.[9] In this case, because the exact 
location of the needle can be exhibited with the help of 
computed tomography, a laparoscopic magnet was not 
needed and the needle could be found and taken out of 
the abdomen without any problem.

Conclusion
In such cases, which are seen quite rarely in laparoscopic 
abdominal surgeries, step-by-step exploration should be 
performed in a concentrated manner in the direction of 
the patient's clinical status. The needle should be localized 
with the help of imaging and the foreign body lost in the 
abdomen should be removed, considering the medicole-
gal problems. The most important step that should be con-
sidered to eliminate the medicolegal problems is to inform 
the patient at every stage of the process.
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