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Ab s t r Ac t
 Abdominal cocoon syndrome (ACS), also called sclerosing encapsulated peritonitis, is a rare condition characterized by the encapsulation of 
all or some small bowel loops by a thick fibrous membrane. This is associated with clinical signs of intestinal dysfunction, recurrent episodes of 
small bowel obstruction, and infrequently a palpable abdominal lump. The etiologic cause is not fully known. Preoperative diagnosis is difficult, 
and high suspicion is required. Diagnosis is generally made during a laparotomy performed due to mechanical obstruction. We present the 
case of a 58-year-old male patient with recurrent episodes of intestinal obstruction and misdiagnosed as chronic appendicitis. Preoperative 
suspicion of ACS was raised by a computed tomography (CT) scan. The patient underwent laparotomy, and the diagnosis was confirmed as 
ACS. The required surgical procedure was done and the postoperative period remained uneventful.
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In t r o d u c t I o n
Abdominal cocoon syndrome (ACS) is a rare condition that 
causes acute and subacute intestinal obstruction symptoms. It is 
characterized by complete or incomplete encapsulation of small 
bowel loops by a thick fibrous membrane. The manifestation of 
clinical symptoms is dependent upon the extent of the fibrous 
capsule.1,2 It is a rare condition that usually presents as small bowel 
obstruction. It occurs primarily in females with only a few reported 
cases in males.3 

It could develop as idiopathic but could also be caused by 
secondary reasons which trigger fibrous capsule formation such 
as past abdominal surgery, tuberculosis, and peritoneal dialysis 
Because of its rarity and lack of specific symptoms, diagnosis is 
usually made during laparotomy.4 The aim of the treatment is the 
excision of the fibrous capsule which leads to fibrosis and relieving 
of obstruction.1,4

cA s e re p o r t
A 47-year-old male patient presented to our hospital with 
complaints of recurrent episodes of intestinal obstruction for 
8  years for which he used to get admitted to local hospitals 
where he used to be managed conservatively and discharged. 
Later, around 5 years ago, he was diagnosed as a case of chronic 
appendicitis for which he underwent appendicectomy. But his 
episodes of intestinal obstruction remained unresolved. Finally, he 
came to our institute with a tender lump in the left lower quadrant 
of the abdomen. He underwent computed tomography (CT) scan 
as shown in (Fig. 1) in which suspicion of an abdominal cocoon 
was raised. Laboratory parameters were normal, and exploratory 
laparotomy was carried out. During laparotomy, the small bowel 
was shortened, thickened, and covered with a cocoon-like fibrotic 
tissue which was involving the majority of the small intestine, 
caecum and sigmoid colon as shown in (Fig. 2). We performed 
extensive adhesiolysis by peeling the fibrous pseudo capsule 
from the small bowel. This resulted in the freeing of the small 

bowel but also in multiple serosal injuries with diffuse bleeding 
as shown in (Fig. 3). We had to do resection anastomosis in one 
place because of the segment being gangrenous. The patient 
was discharged week after the operation with no complications. 
On follow-up, there is no history of obstruction. The pathologist 
reported mononuclear inflammatory cells in the tissue specimen 
of the fibrous membrane. 

dI s c u s s I o n
The abdominal cocoon is also called sclerosing encapsulating 
peritonitis (SEP) by some investigators.5 Some investigators 
also label the abdominal cocoon as SEP, fibrous membrane 
encasing different lengths of the small intestine causing intestinal 
obstruction or lump in the abdomen was first explicated as an 
abdominal cocoon in 1978 by Foo et al.6 It is of two types primary 
or secondary. The primary sub kind is most commonly seen in 
young adolescent females from tropical and subtropical countries. 
The definite etiology of the inflammatory reaction is still unknown 
but some studies say that it can occur due to Sub-clinical primary 
viral peritonitis due to retrograde mensuration or gynecological 
infections. Male sex was affected maximum in this case which 
gives little support to the theory that this can occur in males, or 
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menstrual females and children.7 There is various associations of 
Secondary SEP, to enumerate these associations few are practolol 
intake, chronic ambulatory peritoneal dialysis, ventricular peritoneal 
and peritoneal-venous shunts, systemic lupus erythematosus, liver 

cirrhosis, intraperitoneal instillation of drugs, uterine leiomyomata, 
endometriotic cysts, and recurrent peritonitis.8,9 Several reports 
from tropical and subtropical countries have described abdominal 
cocoons in association with abdominal tuberculosis.9,10

Fig. 1: CT scan raised preoperative suspicion of the abdominal cocoon, because of circumferential thickening of small bowel loops and encasement 
by fine membrane along with a dilated proximal and mid-ileal loop

Fig. 2: During laparotomy thickened small bowel loop formed a lump 
in the lower quadrant of the abdomen

Fig. 3: After extensive adhesiolysis the small bowel freed
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On the basis of the extent of membrane involved, ACS is 
classified into three types. If the membrane encloses a part or the 
entire small intestine it is classified into type I and type II. If apart 
from small intestine other organs like the stomach, colon, and liver 
are also involved then it is classified as type III.11

Abdominal cocoon syndrome is defined by complete or partial 
bowel encasement within a thick fibro-collagenous membrane that 
encases the small intestine in the shape of a cocoon as a result of 
chronic a result of intra-abdominal fibro inflammatory process. This 
membrane wraps the gut, fixes it, and finally tightens it, impairing 
its motility. 

Most often, these patients have had previous bouts with 
the same symptoms, which sometimes go away on their own or 
with conservative treatment. There are obvious indications of 
mechanical ileus with the progression of full sclerosis brought 
on by the formation of a cocoon. When the abdomen is palpated 
clinically, it is frequently soft. In the middle of the abdomen, there 
may be a soft, non-tender mass that may be felt that is made 
up of clumped-up bowel loops. Sometimes these cases were 
misdiagnosed as adhesive intestinal obstruction, abdominal 
tumor, or chronic appendicitis.12 Ultrasound, CT, and magnetic 
resonance imaging (MRI) imaging findings are frequently vague. 
However, a CT scan is the preferred examination because it can 
detect peritoneal thickness, intestinal obstruction signs, and 
clustering and fixation of the intestinal loops.13 Furthermore,  
a definitive diagnosis of this condition is made intraoperatively only, 
followed by histological analysis. An early preoperative diagnosis 
and treatment of this syndrome are vital to preserve the circulation 
of the encased bowel segments and reduce the risk of strangulation.

co n c lu s I o n
Abdominal cocoon syndrome is uncommon and challenging to 
diagnose. It is preferable for surgeons to be aware of the condition, 
and a preoperative diagnosis that combines a clinical examination 
and radiologic tests may be made easier. Patient prognosis can be 
improved by appropriate surgery and afterward care.

Patient Consent Statement
The author(s) have obtained written informed consent from the 
patient for publication of the case report details and related images.
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