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Case Report 

Sclerosing encapsulating peritonitis: a rare case presenting                                  

as intestinal obstruction  
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INTRODUCTION 

Abdominal cocoon or sclerosing encapsulating peritonitis 

is a rare condition of unknown or multifactorial etiology 

in which intestinal obstruction result from encasement of 

variable length of bowel by dense fibro collagenous 

membrane. Most common in adolescent girls.
1
 Common 

causes like idiopathic, peritoneal dialysis related, 

malignancy (NET, dermoids), drugs like β blockers, 

ergot, generalized peritonitis.
2,3

 According to BoWei 

classification, its divided into 3 types, 3 types according 

to extent of encasing membrane: Type I membrane 

encapsulates small intestine partially.
4
 Type II entire 

intestine been encapsulated by membrane. Type III entire 

small intestine and other organs (e.g., appendix, cecum, 

ascending colon ovaries) encapsulated by membrane. 

Pre-operatively it may not be diagnosed correctly due to 

non-specific findings of CT and MRI.  

CASE REPORT 

A 15 year old girl reported with pain abdomen, inter-

mittent vomiting, and dyspepsia for more than one year 

with findings of lower abdominal distension. History of 

normal regular menstruation. On examination 10×8 cm 

firm, mobile mass palpable, occupying RIF, umbilical 

and hypogastric region. Contrast enhanced computed 

tomography (CECT) abdomen suggested features of 

intestinal obstruction (Figure 1).
5
 On exploration, she was 

found to have all viscous densely covered with a thick 

white gelatinous like membrane (Figures 2-4). The 

membrane was gently peeled off from the bowel (Figure 
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5) and sent for histopathological study, which came out to 

be cocoon fibro-collagenous cyst wall with proliferated 

capillaries and focal solidifications. The patient recovered 

well and followed up for 6 months. 

 

Figure 1: CECT abdomen of two different well 

defined pouches containing mild dilated bowel loops, 

extending from epigastric region to hypogastrium; 

bowel contents of upper pouch filled with oral 

contrast and lower pouch filled with faecal material. 

 

Figure 2: Mass coming out just after abdominal 

incision. 

 

Figure 3: The bowel with cocoon.  

 

Figure 4: Gently separation of the cocoon covering 

from bowel. 

 

Figure 5: The white gelatenous covering after 

separating from bowel. 

DISCUSSION 

Preoperative diagnosis of sclerosing encapsulating peri-

tonitis is difficult and incidentally it is discovered on 

laparotomy.
6
 CECT is helpful in preoperative diagnosis.

7
 

Surgery is the main stay of treatment. Simple removal of 

the membrane after lysis of the adhesions produces 

optimal outcome. When the intestine is nonviable, bowel 

resection should be done. Prognosis of abdominal cocoon 

is excellent. Differential diagnosis are congenital peri-

toneal encapsulation, peritonitis carcinomatosa, pseudo-

myxoma peritoneal mesothelioma, tuberculous peri-

tonitis.
8,9

 

CONCLUSION 

Abdominal cocoon is rare and idiopathic etiology. 

Imaging findings are not always conclusive where as high 

index of suspicion with appropriate radiology help in 

preventing ‘surprises’ on laparotomy and unnecessary 
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bowel resection. Simple removal of cocoon establishes 

very good outcome. 
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