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Abstract Abdominal cocoon is a rare cause of intestinal
obstruction usually diagnosed incidentally at laparotomy.
The cause and pathogenesis of the condition have not been
elucidated. It primarily affects adolescent girls living in
tropical and subtropical regions. Several earlier cases have
been reported in males. We describe an 82-year-old man
presenting with small bowel obstruction without history of
previous abdominal surgery. He was treated by warfarin
following aortic valve replacement. Abdominal cocoon was
detected at laparotomy. Excision of membrane and lysis of
adhesions led to relief of obstruction. Abdominal cocoon is
a rare pathology that may be found in all kinds of
populations. It may be a rare form of small bowel
obstruction diagnosed during surgery in elderly patients.
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Introduction

Intestinal obstruction is a common surgical emergency in
adults, usually occurring secondary to adhesions, bands,
incarcerated hernias, or obstructed tumors. Abdominal
cocoon, also known as sclerosing encapsulating peritonitis,
is a rare cause of small bowel obstruction, characterized by a
complete or partial encasement of the small bowel by a

fibrocollagenic cocoon-like sac. The etiology of this condition
is not well understood; however, it is a form of chronic
irritation and inflammation. A history of previous abdominal
surgery or peritonitis, chronic ambulatory peritoneal dialysis,
prolonged use of the β-blocker practolol, liver cirrhosis,
sarcoidosis, systemic lupus erythematosus, and ovarian
tecoma have been suggested as causative factors [1]. It has
been reported in patients who underwent ventriculoperitoneal
or peritoneovenous shunts, and liver transplantation [2].
These patients usually present with features of recurrent
episodes of acute or subacute small bowel obstruction.

In most patients preoperative diagnosis is difficult and
usually made at laparotomy. We report a case of an
octogenarian man who presented with acute small bowel
obstruction caused by abdominal cocoon. To our knowledge,
this case is of the oldest patient treated with anticoagulants
described with this pathology.

Case Report

An 82-year-old man was admitted to our department with
acute small bowel obstruction. He had experienced colicky
pain during 4 days in addition to vomiting and constipation.
He had no previous history of similar complaints, abdom-
inal trauma, or previous abdominal surgery. He was known
to have ischemic heart disease and a history of duodenal
ulcer. He underwent aortic valve replacement for aortic
stenosis 14 years ago, and was treated with anticoagulants
(warfarin). He never received β-blockers.

At presentation he was apyrexial and normotensive.
Physical examination revealed a mild abdominal distention,
mild upper abdomen tenderness, and hyperactive bowel
sounds in pitch and frequency. No organomegaly or external
hernias were present. Rectal examination was unremarkable.
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Laboratory blood analyses including complete blood count
and biochemistry were within normal limits. INR was
increased and consisted with 2.28. An abdominal X-ray
showed dilated loops of small bowel with air-fluid levels
(Fig. 1). Diagnosis was confirmed by gastrograffin swallow
showed stop of the contrast in small bowel loops (Fig. 2).

The patient was prepared for surgery. Diagnostic
laparoscopy was initially planned. Abdominal palpation
revealed a non-tender 10 cm mass in the left abdomen after
induction. Laparotomy was determined to be the best
approach for this finding. No intra-abdominal fluid was
found on exploration. An abdominal cocoon involving the
ileum and mid-jejunum was found during surgery. Intestinal
loops contained intraluminal fluid and a bezoar-like
material possibly contributing to the mechanism of bowel
obstruction. Lysis of membrane and adhesions was
performed. Histology of the membrane revealed hyalinized
fibro-adipose tissue with vascular congestion (Fig. 3).
Postoperative course was complicated by rapid atrial
fibrillation on day five which was successfully treated by
Verapamil (Ikacor) 120 mg daily. He was discharged after
10 days when fully returned to oral anticoagulants.

Discussion

Postoperative adhesions are the most common frequent cause
of small bowel obstruction. Despite previous surgery, abdom-
inal cocoon is a rare cause of intestinal obstruction in adults. It
characterized by a thick fibrotic membrane that wraps the
bowel in a concertina-like fashion. The condition was first
observed by Owtschinnikow [3] in 1907 and called “perito-
nitis chronica fibrosa incapsulata”. The “abdominal cocoon”
was first described and so named by Foo et al. [4] in 1978. It

is an acquired condition that is often idiopathic. A history of
previous abdominal surgery and peritonitis, peritoneovenous
or ventriculoperitoneal shunts, chronic abdominal peritoneal
dialysis, and liver transplantation have been reported in
patients with abdominal cocoon [2]. Sclerosing encapsulat-
ing peritonitis was described in association with treatment by
practolol and methotrexate [5], intraperitoneal drug instilla-
tion, sarcoidosis, lupus, liver cirrhosis, tuberculosis, endo-
metrial cyst, and ovarian tumors [1]. Geographically, it tends
to be confined to the tropical and subtropical regions. It is
generally found exclusively in females, although about 10
cases in adult males have been reported in the literature [6–
8]. Our case presented an older male Ashkenazi Jewish
immigrant from Russia, who had lived in Israel for 15 years.

Fig. 2 Gastrograffin swallow shows stop in jejunum 2 hours later

Fig. 1 Abdominal plan film
shows small bowel obstruction
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Anticoagulant treatment was not proposed as a cause of
abdominal cocoon. We hypothesize that spontaneous intra-
abdominal and retroperitoneal bleeding and mild unknown
blunt abdominal trauma in patients taking anticoagulants
may lead to fibrosis and cocoon formation.

Patients with abdominal cocoon usually present with
recurrent episodes of acute or subacute small bowel obstruc-
tion, weight loss, nausea, and anorexia, at times with palpable
abdominal mass. Most cases are diagnosed incidentally at
laparotomy performed for obstructive symptoms. However,
preoperative diagnosis requires a high index of clinical
suspicion. Plain radiographs of the abdomen may suggest
features of intestinal obstruction. CT findings of abdominal
cocoon include signs of obstruction and clustered small bowel
loops encased by a thin soft tissue density mantle [9]. The
classic barium meal finding, described by Sieck et al. [10] of
a concertina-like or “cauliflower” configuration of dilated
small bowel loops, is not always present.

Urgent surgery is indicated for the patient with acute
intestinal obstruction without previous abdominal scars.

Minimal investigating tools are used preoperatively in such
cases. In the virgin abdomen the cause of obstruction should
be sought. Laparoscopy is a nice diagnostic tool that may
visualize the source of obstruction, which is why the different
expensive and time-consuming investigations may be exclud-
ed from the preoperative work-up. However, abdominal mass
requires conversion in most laparoscopic procedures. This
was the basis for the decision for open surgery in our patient.

Surgery remains the cornerstone in the management of
abdominal cocoon. The operative procedure of choice is
simple membrane dissection and extensive adhesiolysis for
release of the entrapped intestine. Resection is indicated only
for nonviable bowel and associated with increased morbidity.
Surgical complications have been reported including intra-
abdominal infection, enterocutaneous fistula, perforated
bowel, and partial bowel resections. The long-term prognosis
of abdominal cocoon after lysis of adhesions is usually
excellent and no recurrence has been described.

Conclusion

Abdominal cocoon is a rare pathology that may be found in
all kinds of populations. It may be a rare form of small
bowel obstruction diagnosed during surgery in elderly
patients. Decortication of membrane and adhesiolysis
successfully released the intestinal obstruction.
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Fig. 3 Histology of the membrane revealed hyalinized fibro-adipose
tissue with vascular congestion

Indian J Surg (January–February 2011) 73(1):73–75 75


	Abdominal Cocoon as a Rare Cause of Small Bowel Obstruction in an Elderly Man: Report of a Case and Review of the Literature
	Abstract
	Introduction
	Case Report
	Discussion
	Conclusion
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 600
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e5c4f5e55663e793a3001901a8fc775355b5090ae4ef653d190014ee553ca901a8fc756e072797f5153d15e03300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc87a25e55986f793a3001901a904e96fb5b5090f54ef650b390014ee553ca57287db2969b7db28def4e0a767c5e03300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020d654ba740020d45cc2dc002c0020c804c7900020ba54c77c002c0020c778d130b137c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor weergave op een beeldscherm, e-mail en internet. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for on-screen display, e-mail, and the Internet.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <FEFF004a006f0062006f007000740069006f006e007300200066006f00720020004100630072006f006200610074002000440069007300740069006c006c0065007200200037000d00500072006f006400750063006500730020005000440046002000660069006c0065007300200077006800690063006800200061007200650020007500730065006400200066006f00720020006f006e006c0069006e0065002e000d0028006300290020003200300031003000200053007000720069006e006700650072002d005600650072006c0061006700200047006d006200480020>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing false
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


