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Case report 

Abdominal cocoon syndrome as rare cause of intestinal obstruction: A 
case report 
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A B S T R A C T   

Introduction: Abdominal cocoon syndrome (ACS) is a rare complication that is hardly diagnosed before surgery. 
Abnormal membrane in partial or total intestine can make obstruction with generalized abdomen pain. 
Case presentation: We present a case of 43-year-old man, who presented to our hospital with generalized 
abdominal pain, preferably hypogastric. He has recurrent nausea and vomiting with no appetite. Dilated loops 
were explored between pancreases and stomach that are continued to the ileum. Complete removal of the 
membrane performed by laparotomy. 
Discussion: Idiopathic sclerosing encapsulating peritonitis (SEP), known as cocoon syndrome, is a rare compli-
cation with unknown cause and pathology. Obstruction is the chief compliant. Abdominal discomfort, tender-
ness, nausea, and intestinal distention are also presented. Previous peritoneal dialysis, intra-abdominal 
inflammation, previous abdominal surgery or trauma, and beta-blocker intake predispose patients to the SEP. 
The present case has chronic SEP type 2, as the membrane existed in the entire small intestine. 
Conclusion: Our case highlights the importance of considering ACS as a differential diagnosis for left upper 
quadrant abdominal pain in patients with obstructive symptoms, especially by surgeons, because it is difficult to 
diagnosis before surgery.   

1. Introduction 

Several different patients are presented with abdominal cocoon 
syndrome, as a primary sclerosing encapsulating peritonitis (SEP) that 
causes bowel obstruction [1,2]. The exact pathophysiology of the dis-
ease remains unknown, although many hypotheses have been raised 
[2,3]. This complication is diagnosed by computed tomography (CT) 
with intravenous (IV) contrast [4]. However, the most cases are diag-
nosed during surgery [2,3]. 

2. Case presentation 

Written informed consent was obtained from the patient for publi-
cation of this case report and accompanying images. A copy of the 
written consent is available for review by the Editor-in-Chief of this 
journal on request. 

A 43-year-old man, who lived in Zanjan city as a mountainous and 
cold city, with a severe abdominal pain, nausea and vomiting was 
referred to the surgery service. He underwent emergency surgery for 

acute appendicitis ten yrs. ago and appendectomy was performed 
through lower midline incision. He experienced recurrent abdominal 
pain, treated conservatively. At the admission day, all conservative 
treatments failed. He had no familial history for any diseases. He had no 
drug history exception of sedatives for conservative treatment. No 
smoking or alcohol consumption was reported. Results of biochemical 
assessment showed hypocalcemia (decrease in serum ionized calcium) 
and hyperbilirubinemia (total and direct). All other biochemical pa-
rameters were in normal ranges. 

The diagnostic workup during this admission was a CT scan with oral 
and IV contrast. Dilated loops were explored between pancreases and 
stomach that are continued to the ileum. In the up-right abdominal X-ray 
air-fluid levels were observed. The CT scan revealed a distended intes-
tine, especially near to the ligament of Treitz. The surgeon noticed an 
abnormal membrane covering part of the ileus, and a sample of the 
tissue was sent for histo-pathological examination. The findings were 
non-specific, indicating a membrane formed from the connective tissue. 
The CT scan revealed a distended duodenum to the distal ileum and 
secum, especially near to the ligament of Treitz (Figs. 1, 2). The colon 
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was empty. 
The patient had no appetite to food and was malnourished. General 

surgeons made a decision of laparotomy, because no amelioration was 
occurred with any conservative treatment. 

He underwent laparotomy through a midline incision by two assis-
tant professors in general surgery aiding two residents. In the abdominal 
cavity, a dense membrane was found encapsulating the small intestine 
without involving the large intestine. The large intestine was empty 
(Fig. 3). The extended adhesiolysis was performed after the whole 
membrane excision, and the small bowel loops were released (Fig. 3). 
The entire small intestine was not desiroused. Pathological assessment 
confirmed the connective tissue with inflammatory cells. The patient 
was admitted to intensive care unit (ICU) for three days and intubated 
for two days. 

In total, operation was tolerable by patient. He received total 
parenteral nutrition (TPN), five days after operation. On 6th post- 
operative day (POD), complete liquid diet was started and followed by 
oral intake according to the patient's tolerance and food intake was 
completed on 10th POD. He had a normal defecation on discharge day 
with no clinical symptoms, pain or any complication. Patient was dis-
charged on POD 12 in good general condition, as well as normal clinical 
and radiological results. The work has been reported in line with the 
SCARE 2020 criteria [5]. 

3. Discussion 

Herein, a man with silk cocoon syndrome was diagnosed according 
to the CT presentation. Sever nausea and vomiting forced the patient to 
hospital admission without response to the conservative treatments. 
Peritoneal encapsulation was described in 1968 due to the presence of 
additional peritoneal membrane, as a congenital disorder [1,2,4]. The 
membrane covers the entire of small intestine, and patient is asymp-
tomatic. The composition and structure are similar to the peritoneum 
[1]. The Encapsulating peritoneal sclerosis (also known as SEP) is an 
acquired complication [4]. The main difference with peritoneal encap-
sulation is observed in histopathological results. In the first case, the 

membrane is composed of connective tissue with inflammatory cells 
[1,4]. Idiopathic SEP, known as cocoon syndrome, was introduced in 
1978 [4,6,7]. The cause of disease remains unknown. The pathology of 
disorder is unknown and it is more common in girls live in tropical 
countries [1,4,6–8]. 

There is three subcategory of ACS with acute, subacute or chronic 
presentations, including only part of the small intestine is encased, the 
membrane covers the entire small intestine, other organs, such as part of 
the colon, ovaries, liver, stomach, or the appendix are also included in 
the encapsulated viscera [1,2,4]. Intestinal obstruction is the main 
manifestation of this disorder. Other symptoms include abdominal 
discomfort, tenderness, nausea and intestinal distention. Previous peri-
toneal dialysis, intra-abdominal inflammation, previous abdominal 
surgery or trauma and beta-blocker intake predispose patients to the SEP 
[2,3,7,8]. The present case had the chronic SEP type 2, as the membrane 
existed in the entire small intestine that admitted due to the sever nausea 
and vomiting resulted from obstruction. In the chronic models, patient 
suffers from weight loss and malnutrition that is observed in our case. 
Air-fluid levels in the abdominal X-ray is an indicator of obstruction, 
however this route of diagnosis is not specific. CT is more accurate than 
X-ray [8]. Conservative treatments, including nil per mouse (NPO), 
nasogastric tube (NGT) or parenteral nutrition in mild cases and surgery 
in acute patients are suggested [4,8,9]. Our patient had NGT for the 
conservative treatment. However, the conservative methods did not 
respond to this patient due to the complete intestinal obstruction, and 
surgery was considered as the only choice of treatment [8]. The entire 
membrane encapsulating the small intestine was removed. Abdominal 
cocoon syndrome, as the main cause of intestinal obstruction, was 
treated by surgery. CT scan seems to be the better diagnostic method, 
although in the most cases diagnosis is confirmed in the operating room. 
The present man is the first Iranian reported case of chronic SEP type 2 
that experienced appendectomy ten years ago. Home remedies and 
euphoria for constipation exacerbate his conditions. CT scan seems to be 
considered as the diagnostic method in patients' complaining 
constipation-resistant to treatment. Moreover, previous surgical history 
increases the risk of ACS in future. 
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Fig. 1. Up-right abdominal X-ray revealing air-fluid level.  

Fig. 2. CT scan revealing distended small bowel loops.  
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Fig. 3. Intraoperative findings. A thick membrane covering the small intestine is identified by entering to the abdomen. The abdominal cavity was filled by purulent 
fluid. A loop completely covered with the membrane. The membrane is completely removed. 
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