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SUMMARY
Abdominal cocoon, or idiopathic sclerosing
encapsulating peritonitis, is a rare condition
characterised by the presence of a dense
fibrocollagenous membrane partially or totally
encapsulating the small bowel leading to recurrent
intestinal obstructions. We present the case of a patient
who has presented for the fourth time with a small
bowel obstruction. Previous laparoscopy revealed a
plaque-like reactive process encapsulating much of the
small bowel and the liver. After initial adhesiolysis, the
patient’s obstructions continued to reoccur. Further
laparotomy was performed in order to excise the entirety
of the cocoon membrane and free up loops of small
bowel encapsulated by the process, hopefully preventing
future obstructions.

BACKGROUND
Sclerosing encapsulating peritonitis is a rare cause of
small bowel obstruction (SBO). The condition is
diagnosed by the presence of a dense, greyish-white
fibrotic membrane surrounding the small bowel.1–9

The primary aetiology of this condition is idio-
pathic. The idiopathic form is also known as abdom-
inal cocoon.1 Secondary causes usually occur in
patients on peritoneal dialysis.2 The condition is dif-
ficult to diagnose preoperatively. Radiological diag-
nosis can sometimes be made with CT; however,
due to its infrequent occurrence, diagnosis is usually
made intraoperatively. Surgical excision of the mem-
brane and adhesiolysis is usually curative.1

CASE PRESENTATION
A 71-year-old Hispanic male was admitted to our
hospital with symptoms of abdominal pain. The
patient has a history of recurrent SBOs and hyper-
tension. He has presented to our hospital four times
over the past 2 years with SBOs. The onset of pain
began after eating and was similar to the symptoms
he had experienced his last bowel obstruction about
1 month prior. The patient admitted nausea and
vomiting. He denied chest pain, shortness of breath
and fever. The patient explained that his sister also
had a history of recurrent bowel obstructions. She
was treated with surgical intervention and her symp-
toms have greatly improved. Surgical history
included a cardiac catheterisation, angioplasty and a
hernia repair 30 years ago.
Vital signs were blood pressure 141/76 mm Hg,

heart rate 79 bpm, temperature 36.7°C, respiratory
rate 18 rpm and body mass index 25.64 kg/m2.
The patient had no leukocytosis, haemoglobin was
13.0 g/dL, and the rest of the laboratory tests were

within the acceptable range. Physical examination
of the abdomen revealed deep tenderness to palpa-
tion centrally with no generalised rebound or incar-
cerated hernias. The rest of the examination was
within normal limits. The abdominal pain was
relieved on placement of the nasogastric tube.
CT of the abdomen with contrast revealed an

SBO similar to the patient’s prior imaging studies.
The proximal and mid-small bowels were mild to
moderately distended. There was fecalisation
present in the small bowel of the mid-right
abdomen. The small bowel loops beyond this point
were decompressed. Small nodules of increased
density were seen throughout the wall of the small
bowel (figure 1).
The patient had a similar presentation 6 months

prior and a laparoscopy was performed in order to
free the bowel. During the procedure, a whitish,
plaque-like reactive process about the central
abdomen encompassing much of the small bowel
and the liver was discovered. Adhesions were lysed,
and the plaque was incised, freeing up portions of
the small bowel and the area of transition.
During this admission, an exploratory laparot-

omy was performed, as laparoscopy was impossible
due to previous adhesions. A cocoon of dense
fibrous tissue was found wrapped around three dif-
ferent portions of the small bowel (figure 2). The
small bowel loops were visualised by excision of
the cocoon process and lysis of adhesions. The
underlying bowel was found to be healthy. One
portion of the cocoon was densely adherent to the
mesentery and required a resection of the small
bowel because the blood supply was compromised.
Small white nodules were found along the proximal

Figure 1 CT of the abdomen showing nodules of
calcification along the wall of the bowel. Pathology
revealed similar tissue to that of the cocoon process.
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small bowel. Histopathology of the nodules and cocoon showed
dense fibrosis with focal necrotic material and dystrophic calcifi-
cations (figure 3). Because of the similar pathology, it is possible
that these nodules represented the precursor to the abdominal
plaque-like cocoon process (figure 1). The same tissue was also
found on the bowel that was resected.

OUTCOME AND FOLLOW-UP
Postoperatively, the patient slowly resumed his diet and was dis-
charged after 1 week. On outpatient follow-up, the patient

reported remarkable improvement of symptoms and an unevent-
ful recovery. However, considering his symptoms have occurred
multiple times despite a previous adhesiolysis, it is possible for
reoccurrence.

DISCUSSION
Sclerosing encapsulating peritonitis was first observed in 1907
and termed peritonitis chronica fibrosa encapsulata.1 Most cases
have been reported to occur in young adolescent females in
tropical and subtropical areas. Many hypotheses have been for-
mulated to try to explain the primary aetiology, including viral
peritonitis due to gynecological infection from retrograde men-
struation. However, a number of cases have been reported in
males and other age groups, which go against the support for
these theories.1 3–5 7 Another theory is that the condition is an
embryological abnormality. Other developmental malformations
such as greater omentum hypoplasia and malformations of mes-
enteric vessels, have accompanied cases.1 However, there have
been cases, including our own, where patients present with
symptoms later in life. More investigation still needs to be con-
ducted on these hypotheses.

Most secondary causes have been reported to occur in
patients undergoing chronic peritoneal dialysis. Sclerosing
encapsulating peritonitis is a rare complication whose incidence
increases the longer the patient is receiving dialysis treatment.
Other cases have been found to be associated with prior
abdominal surgery, practolol (β-blocker) treatment, abdominal
tuberculosis, sarcoidosis, cirrhosis and malignancy to name a
few.1 6 7 There has also been a case report that describes a
patient with a peritoneovenous shunt and diffuse large B-cell
lymphoma that later developed sclerosing encapsulating
peritonitis.7

Clinically, the patients present with non-specific symptoms,
such as nausea, vomiting, recurrent episodes of SBO, abdominal
pain, distention and anorexia. Sometimes a non-tender abdom-
inal mass can be found on palpation.1 4 Sixty per cent of SBOs
are due to postoperative adhesions. Only 6% of patients present
with SBOs due to rare conditions, abdominal cocoon accounting
for one of these conditions.1

Radiological findings are consistent with those found in SBOs
showing dilated loops of bowel with air fluid levels. Contrast
studies may reveal a cluster of loops of small bowel encapsulated
by a thickened peritoneum resembling a cauliflower-like appear-
ance. This has been termed the ‘cauliflower-sign’.1 4 5 Our
patient had three distinct areas of bowel which where encapsu-
lated by the cocoon process (figure 2). The test of choice is CT.
CT scan can reveal loops of small bowel encased in a thick
membrane, small bowel tethering, peritoneal thickening and cal-
cification.1 4 In our patient’s CT scan, small areas of increased
density, likely representing calcifications can be seen scatted
along the wall of the small bowel (figure 1). In most cases, the
condition cannot be diagnosed until performing diagnostic
laparoscopy or laparotomy.

Histopathology of the condition reveals dense fibrocollagen-
ous tissue with or without lymphocytic or plasma cell infiltra-
tion.4 In our patient, areas of necrosis and calcifications were
also found to be present without any immunological presence.
Most have agreed that the management of the condition is sur-
gical dissection and excision of the encapsulating membrane to
free the small bowel.1–8 Bowel resection is not usually per-
formed unless the bowel is compromised in some way as it was
in our patient.

Figure 3 Histopathology of the cocoon process showing a fibrous
outer layer with degenerative appearing collagen and dystrophic
calcifications.

Figure 2 CT of the abdomen showing two of the three areas of the
bowel cocoon found on exploratory laparotomy.
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Learning points

▸ Sclerosing encapsulating peritonitis is a rare condition;
however, it should be considered in the differential diagnosis
of patients with recurrent small bowel obstructions of
unknown aetiology.

▸ Whether diagnosed preoperatively or intraoperatively, the
treatment of sclerosing encapsulating peritonitis is the same.
Earlier surgical intervention through preoperative diagnosis
will lead to less symptomatic episodes and complications.

▸ More investigation and awareness of the condition can help
providers make an earlier diagnosis, provide earlier surgical
intervention and prevent further complications.
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