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ABSTRACT

Encapsulating sclerosing peritonitis is a rare entity that
forms a fibro collagenous membrane due to chronic
peritoneal irritation and inflammation, presenting as a
picture of intestinal occlusion. The diagnosis is suspected
with a CT scan (computerized tomography) (cocoon sign);
however, the definitive diagnosis is made during surgery.
This clinical case is of a male patient in his sixth decade
of life with multiple comorbidities who presents with
intestinal occlusion, where conservative management is
initiated without response, so surgical management is
decided.

INTRODUCTION

Encapsulating sclerosing peritonitis is a rare
entity characterized by forming a diffuse
fibro collagenous membrane that affects the
peritoneum and involves the bowel. It usually
shows intermittent intestinal occlusion, so
early diagnosis is rare." The pathogenesis of
this entity is not clear. However, it can be
primary (idiopathic) or secondary, resulting
from chronic irritation and inflammation.”
This entity can be suspected with history,
clinical, and laboratory studies; however, the
definitive diagnosis is made during surgery.’
Management can be conservative or surgical,
depending on the severity of symptomatology.
We present a case of a patient who presented
with intestinal occlusion, with a history of

RESUMEN

La peritonitis esclerosante encapsulante es una entidad in-
[frecuente caracterizada por la formacion de una membrana
fibrocolagenosa como resultado de irritacion e inflamacion
cronica peritoneal, presentandose como cuadro de oclusion
intestinal. El diagnostico se sospecha tomograficamente
(signo del capullo); sin embargo, el diagnostico definitivo
es durante la cirugia. Este caso clinico va de un paciente
masculino de la sexta década de la vida con multiples co-
morbilidades que acude por cuadro de oclusion intestinal
donde se inicia manejo conservador sin respuesta, por lo
que se decide manejo quirirgico.

systemic inflammatory pathology and liver
transplantation, who underwent surgery due
to the persistence of the symptoms and the
presence of a grayish fibrotic membrane
covering the intestine.

PRESENTATION OF THE CASE

We present the case of a 51-year-old male
patient with a history of idiopathic chronic
ulcerative colitis since 2015 on treatment
with mesalazine, previously with infliximab;
primary sclerosing cholangitis since 2017
initially managed with ursodeoxycholic acid,
propranolol, furosemide and spironolactone,
complicated with malignant degeneration
managed with liver transplantation in 2019,
currently on immunosuppressive management
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based on everolimus, azathioprine, and
prednisone.

The patient came to the emergency
department with abdominal pain of 12 hours
evolution, sudden, located in the epigastrium,
cramping, disabling, without irradiation,
accompanied by nausea and gastro alimentary
vomiting on multiple occasions, as well as the
inability to pass gases, with the following vital
signs: blood pressure (BP) 110/60 mmHg,
heart rate (HR) 75 beats per minute, respiratory
rate (RR) 18 breaths per minute, temperature
36.6 °C. Physical examination revealed a
patient with painful facies, regular hydration
status, muco-tegumentary coloration, and
abdominal distension with pain on palpation
in the epigastrium, audible, but decreased
peristalsis. Paraclinical tests were requested
reporting hemoglobin 9 g/dl, leukocytes 3.1
mm?3, platelets 416 mm?3, glucose 179 mg/
dl, creatinine 0.9 mg/dl, sodium 137 mEq/l,
potassium 4.1 mEq/l, chlorine 100 mEq/l,
alanine aminotransferase (ALT) 41 I1U/I,
aspartate aminotransferase (AST) 9 IU/l, lactate
dehydrogenase (LDH) 181 [U/I, total bilirubin
(BT) 0.40 mg/dl, adenosine triphosphate (ATP)
14 sec, international normalized ratio (INR)
1.01, activated partial thromboplastin time
(@PTT) 28 sec, as well as an abdominal simple
X-ray showing hydro-aerial levels, dilated loops
and absence of distal intestinal gas.

He was admitted to the hospital, and
due to suspicion of occlusion secondary to
surgical adhesions, conservative management
was decided based on intestinal rest, a
nasogastric tube placement, and crystalloid
fluid therapy; however, due to persistent
symptoms and increased abdominal pain, a
simple abdominopelvic CT scan was requested
showing distension of the small bowel loops,
with maximum dilatation in the terminal ileum,
as well as wall edema and concentric striations
due to probable intussusception (Figure 1).

Due to the tomographic findings and
persistence of symptoms, surgical management
was decided, consisting of an exploratory
laparotomy with supra- and infraumbilical
midline incision. The findings were a fibrotic
peritoneal capsule of approximately 20 x 30
cm with thin loops inside, multiple interloop
adhesions, and Mazuji lI-lll loop-wall with
peritoneal reaction fluid (Figure 2).

Complete resection of the peritoneal
capsule, adhesiolysis, and umbilical plasty
were performed without drainage placement
and trans-surgical complications. The
gastroenterology service managed the patient
during the postoperative period. He was kept
fasting for 48 hours, and immunosuppressive
drugs were restarted without any eventuality.
Oral administration was started; however,
with poor tolerance, intestinal rest was

Figure 1: Computed tomography pictures. A) A simple computed tomography scan showing ascites in compartments
and interloop-free fluid. B) A computed tomography scan with intravenous contrast showing overdistension of small
bowel loops, predominantly with liquid content, and reaching maximum dilatation towards the terminal ileum, where
wall thickening and concentric striations are observed.
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Figure 2: Surgical photos of exploratory laparotomy. A) The initial aspect is where the capsule or cocoon can be appreciated. B) The capsule has
been incised and removed. C) The capsule has been removed from the peritoneum, freeing the intestines.

indicated again, and a Levin tube was placed.
A control CT scan was requested, reporting
distension of loops and discrete interloop
edema. So, it was decided to continue with
conservative management based on fluid
therapy, ambulation, and a Levin tube.

After 24 hours, intestinal transit X-ray
imaging showed adequate passage of the
contrast medium. The Levin tube was removed,
and the oral route was restarted with adequate
tolerance. Due to adequate evolution, it was
decided to discharge him home on the tenth
day of his hospital stay with an oral antibiotic
and analgesic. Follow-up appointments were
made for 15 and 30 days with adequate
evolution without evidence of complications
or recurrence.

The specimen was sent to pathology;
the histopathological diagnosis reported
fibro adipose wall with chronic and acute
inflammatory infiltrate, abscessed, with data of
congestion, edema, and ascites characterized by
isolated mesothelial cells on the proteinaceous
background-no evidence of malignancy was
found.

DISCUSSION

Sclerosing encapsulating peritonitis or
abdominal cocoon is a rare entity characterized

by forming a diffuse fibro-collagenous
peritoneum membrane. It affects the small
intestine partially (type 1) or totally (type I1) and
may involve adjacent structures (type II).*

It is classified as primary or secondary,
the former being idiopathic and the latter
associated with proinflammatory events
mainly related to peritoneal dialysis and, to
a lesser extent, with the use of drugs such as
beta-blockers or chemotherapeutic agents,
previous abdominal surgery, autoimmune
diseases, and other conditions. The most
recognized entity and with the most extensive
bibliography is secondary to peritoneal dialysis,
whose histopathology is characterized by
peritoneal des-mesothelial tissues, interstitial
thickening composed of fibroblasts and
collagen deposits in the peritoneal membrane,
as well as infiltration of mononuclear and
polymorphonuclear cells.?®

Clinically, it is characterized by episodes
of partial and intermittent intestinal occlusion
due to twisting and compression of the intestine
within the fibrous membrane that covers it.
In chronic states, it may present as anorexia
and weight loss."> The diagnosis is suspected
based on clinical history and laboratory studies
and is confirmed during surgery. The imaging
study of choice is with a contrast CT scan, the
typical radiological finding being the presence
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of a conglomerate of thin loops covered by
an enveloping and thickened peritoneum
(cocoon sign). Other suggestive tomographic
findings are peritoneal thickening, peritoneal
reinforcement, calcifications, and loculated
liquid collection.*®

Treatment depends on the severity of the
symptoms. From conservative management
with fasting, gastrointestinal decompression
with nasogastric tube, and nutritional support.
After the resolution of the condition or poor
response to conservative management, it has
been recommended to use drugs such as
steroids, tamoxifen, or colchicine to inhibit
the synthesis and maturation of collagen and
reduce the inflammatory response. The ideal
surgical management is total excision of the
fibrous membrane plus adhesiolysis, since
this reduces the rate of recurrences. The main
complications related to the surgical procedure
are intestinal occlusion, intra-abdominal
infection, enteral fistulas, and the creation of
an enterostomy.*©”

As mentioned in the clinical case, the first
suspicion regarding a semiology of this type is
intestinal occlusion, which is why conservative
management was decided; however, due to
persistent symptoms and increased abdominal
pain, a simple abdominopelvic CT scan was
requested as indicated by the literature,
which guided us to the diagnosis due to
the finding of the characteristic radiological
image, the cocoon sign, giving rise to surgical
treatment in which complete resection of the
peritoneal capsule was performed; after this,
the histopathological diagnosis confirmed what
has already been described by several authors
concerning the histology and composition of
the capsule.

CONCLUSIONS

Sclerosing encapsulating peritonitis or
abdominal cocoon is a rare cause of intestinal
occlusion characterized by the formation
of a diffuse fibro-collagenous peritoneum
membrane. The imaging study of choice is a
contrasted CT scan. The typical radiological

finding is the presence of a conglomerate of
small loops covered by an enveloping and
thickened peritoneum, the cocoon sign.

The presentation of this case is important
since the available literature on this entity is
mainly related to peritoneal dialysis. At the
same time, the availability of information for
other secondary etiologies is very limited, and
the knowledge of this cause as a differential
diagnosis of intestinal occlusion is of utmost
importance for its adequate management
and treatment. In this patient, surgical
management was decided due to the absence
of improvement with conservative management
and tomographic findings. The diagnosis was
corroborated by the evidence of a grayish-
thickened membrane covering the entire
small bowel. It was complemented by the
histopathological report showing fibrous wall
with acute and chronic inflammatory infiltrate.
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